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OPERATIVE SURGERY AND TECHNIQUE 


Braun: The Treatment of Wounds Without 
Bandaging in Peace-Time Surgery (Die verband- 
lose Wundbehandlung in der Friedenschirurgie). 
Deutsche med. Wchnschr., 1921, xlvii, 466. 


The wound remains as a rule without preliminary 
bandaging. A shield of wire netting or of hoops is 
applied and the secretions of the wound are absorbed 
with cellulose. The exposed wound is treated by 
the application of loose gauze allowing free access 
of air or is kept moist in a damp chamber made by 
placing wet compresses on or beside it and covering 
the wire protection with compresses which are 
moistened anew from time to time. Also other 
methods, such as the use of salves and the air-tight 
treatment of Brie, may be used. The indications 
for the treatment of the various types of wounds are 
given as follows: 

1. Aseptic operative wound closed by suture. 
Seal with strips of gauze allowing penetraticn of 
air; perhaps gutta-percha paper is even better. 

2. Fresh peacetime injuries without visible 
signs of infection. Treat :n the usual manner, 
giving particular care to hemostasis. If necessary, 
provide drainage. The use of tampons should be 
avoided as much as possible. Apply loose gauze. 
If tampons are necessary they may remain in place 
from one to three weeks, but if infection develops 
they must be removed immediately and not re- 
placed. Treat infection by the damp-chamber 
method. Long-continued open-air treatment delays 
the regeneration of tissues, the repair of the defect, 
and epithelialization; hence additional treatment 
by the damp method, by salves, or dry treatment 
with exclusion of air is necessary. 

3. Soiled infected wounds. The damp chamber 
or continuous bath is indicated. Temporary dry 
treatment is necessitated only by the presence of 
anaerobes or extensive gangrene. As the continu- 
ous bath hinders regeneration of tissue, it must be 
discontinued when the infection is overcome. 


4. Phlegmons. Incise according to the ordinary 
surgical principles and effect careful hemostasis. 
Do not use tampons. -Treat by the damp-chamber 
method. 

5. Suppurating wounds. In acute osteomyelitis 
the abscesses should be incised and drained. The 
use of tampons is contra-indicated. The temporary 
application of a bandage is necessary only when 
there is hemorrhage. The wound should be given 
continued dry treatment under loose gauze until 
fixation is no longer necessary. After necrotomy 
the cavitvy-should be filled with catgut, a drain 
should be inserted, and the wound sutured. Dry 
treatment with loose gauze should then be given. 
When the defect is large the dry treatment should be 
discontinued as soon as possible and the wound 
sealed with gutta-percha in such a manner that 
secretions may escape. 

6. Granulating wounds. Give dry-air treatment 
under loose gauze when there are exuberant, offensive 
granulations. This treatment must be discontinued 
as soon as the granulations become healthy and 
their abnormal development stops. The procedure 
is contra-indicated when bleeding or coaptation of 
parts demands compression and when the method 
cannot be applied without causing the patient too 
great discomfort. WortMANN (Z). 


Kanavel, A. B.: Plastic Procedures for the Ob- 
literation of Cavities with Non-Collapsible 
Walls. Surg., Gynec. & Obst., 1921, xxxii, 453. 

When it is possible to secure collapse of the cavity 
by removal of the wall, this is the procedure of 
choice. If simple measures fail, or if the nature of 
the structure is such as to prevent collapse, the 
transplantation of living tissue from the same person 
in the form of free or pedicled transplants, is best. 

When possible, the pedicled transplant should be 

employed. Kanavel’s use of free transplants has 

been limited to transplants of fat. These have been 
especially valuable in porencephalic cavities but 
useless in osteomyelitic cavities. 
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The author reports, with illustrations, four un- 
usual cases in which pedicled flaps of fat and sub- 
cutaneous tissue or muscle or both combined were 
transplanted successfully. 

In one of these cases anabscess cavity of five 
years’ duration and the size of a large orange was 
found in the space of Retzius. Part of the lower 
half of each rectus abdominis muscle was turned 
down into the cavity. The drainage stopped after 
six weeks and the wound healed. After eighteen 
months the wound was still closed but there was 
diffuse bulging of the abdominal wall. 

In the second case a frontal sinus cavity of syphi- 
litic origin was filled in with a fat and skin flap from 
the forearm. 

The third case was a case of bone cyst of the 
mandible. Part of the platysma muscle with the 
overlying fat and fascia on the right and part of 
the sternocleidomastoid muscle on the left were used 
to fill in the cavity. 

In the fourth case an old empyema cavity was 
filled with the latissimus dorsi muscle. 

C. R. STemnxeE, M.D. 


Ahlswede, E. H.: Further Indications for Pepsin- 
Hydrochloric Acid Treatment. Arch. Dermat. 
& Syph., 1921, iii, 648. 

The author adds to those mentioned ina previously 
published article three conditions which will be 
benefited by the pepsin-hydrochloric acid treatment 
viz., epididymitis, acne, and urethral strictures. 

The pepsin-hydrochloric acid was applied in the 
form of compresses, injections, ointment, and gutta- 
plasts. For compresses a 5 per cent aqueous solu- 
tion was found to be best. 

The following formula has been in use: pepsin, 
10 gm.; hydrochloric acid, 1 c.cm.; phenol, 1 c.cm.; 
and water to make 200 c.cm. This solution gave 
excellent cosmetic results in the digestion of keloids, 
scars due to burns, and all kinds of cicatrices. 

The author mentions Unna’s suggestion to inject 
pepsin in the following solution: pepsin, 1o gm.; 
hydrochloric acid, 1 c.cm.; phenol, 1 c.cm.; and 
distilled water to make too c.cm. 

To digest and soften the indurations which are 
so often seen after acute inflammation in cases 
of gonorrhoeic epididymitis 5 c.cm. of a 1o per cent 
solution of pepsin were injected into the hardened 
tissue. The point of the needle was pushed through 
the tunica dartos up to the tunica vaginalis 
communis. 

After three or four days the irritation and 
swelling due to the injection generally decreased. 
The treatment was then continued, two injections 
being given a week. In new cases three or 
four injections are sufficient. Old infiltrations re- 
quire regular injections over a period of five or six 
weeks. It is advisable in these cases to combine the 
injections with the use of compresses of pepsin. 
Prophylactic compresses to prevent chronic indura- 
tion in cases of acute inflammation of the epidid- 
ymis were also employed with success. 
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Callous strictures of the urethra were treated in 
the same way. As these represent hypertrophy of 
the fibrous tissue which usually is situated in the 
pars bulbosa of the urethra, a bougie was first 
inserted. Pepsin solution (2 c.cm.) was then in- 
jected into the tissues surrounding the induration. 
It is recommended also that pepsin compresses with 
impermeable coverings be used externally at the 
same time. 

For ambulatory treatment during the day a 
pepsin ointment may be easily applied: pepsin, 10 
gm.; hydrochloric acid, 1 c.cm.; phenol, 1 c.cm.; 
and petrolatum to make 100 c.cm. 

In some cases the external application of pepsin 
and hydrochloric acid caused a slight superficial 
irritation of the skin. This can be avoided by sub- 
stituting boric acid for the hydrochloric acid. 

THEODORE DrozpowitTz, M.D. 


ASEPTIC AND ANTISEPTIC SURGERY 


Finger, J.: Antiseptic Treatment of Infected 
Wounds (Erfahrungen in der antiseptischen 
Behandlung infizierter Wunden). Muenchen. med. 
Wehnschr., 1921, xviii, 631. 

The destruction of bacteria in the body by means 
of antiseptic substances has not yet been accom- 
plished. However, when the process appears to be 
quiescent, such substances are employed, not with 
the idea of destroying the bacteria, but to produce 
a hyperemia by stimulating the tissues. In the use 
of antiseptics the stimulative power of the substance 
must be given as much consideration as the wound 
conditions. 

The author has had very good results with yatrin, 
an iodine-oxychinolin-sulpho-acid with an iodine 
content of about 30 per cent. Following its applica- 
tion there is rapid regression of the inflammation 
and the wound becomes clean. The beneficial 
effects of yatrin may be ascribed to both a bacteri- 
cidal and a tissue-stimulating action. Injections 
cannot be made around inflammatory foci be- 
cause they are very painful. Abortive treatment 
of wound infection with yatrin has not been 
attempted. WInrwarTER (Z). 


Butler, E.F.: The Surgical Sterilization of Wounds. 
Am. Med., 1921, n. Ss. xvi, 295. 


The theory of surgical sterilization, or débride- 
ment, is that in a recent, grossly contaminated 
wound it is possible to remove by mechanical means 
all substances favorable to bacterial growth and all 
bacteria so thoroughly that the wound may be 
closed immediately by primary suture with every 
prospect of prompt aseptic union. This operation 
must be performed before the period of acute in- 
fection, the patient’s condition must permit opera- 
tive treatment, the operating room facilities must 
assure perfect asepsis, arid the skill of the surgeon 
must be adequate for the task. Once the period of 
contamination has passed and the period of acute 
infection has been established, surgical intervention 
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is extremely unwise. Under military conditions the 
period of contamination was gauged at from eight 
to twelve hours, but under conditions of civil life it 
may be estimated safely at from twelve to eighteen 
hours. 

Débridement is not a simple procedure. It re- 
quires time and, in the very great majority of cases, 
general anesthesia. It demands also more than 
average surgical ability. The aseptic precautions 
require a degree of teamwork which can be obtained 
only by long practice. Early in his experience the 
surgeon should delay closure of the wound for a 
few days following débridement, but as his skill 
increases he may add immediate primary suture. 

Military surgery established the fact that it is 
safer not to close wounds in which great numbers of 
streptococci or fecal anaerobes are found. In civil 
hospitals, unless it is known that the patient is 
willing to remain in the institution for from seven 
to ten days, immediate primary suture should not be 
attempted. Moreover, immediate primary suture in 
cases of metabolic disturbances, vascular changes, 
chronic alcoholism, or demonstrable syphilis does not 
promise great success. Delayed primary suture or 
antiseptic treatment is a wiser course. 

Local anesthesia is not satisfactory unless it is 
induced by nerve blocking at a point remote from 
the field of operation. 

The author describes in detail the various steps of 
a typical débridement, including the excision of the 
traumatized and contaminated skin edge, hemo- 
stasis, excision of the devitalized muscle, preserva- 
tion of the periosteum, removal of detached frag- 
ments in joint injuries, resection of tendons, the 
treatment of nerve and vessel wounds, and the 
removal of foreign bodies. 

An infected wound requires more skilled attention 
than a clean wound, and in a contaminated wound 
the prevention of infection is a still more difficult 
problem. Given proper technique, sound judgment, 
and increasing skill in débridement, a successful 
result should be obtained in 90 per cent of the cases. 

FREDERICK CHRISTOPHER, M.D. 


Hagemann: Combined Treatment of Wounds by 
Means of Light and Dyestuffs (Kombinierte 
Licht- und Farbstoffbehandlung der Wunden). 
Zentralbl. f. Chir., 1921, xlviii, 657. 

The sometimes unsatisfactory and variable in- 
fluence of light on bacteria is due to the specific 
action of certain light rays and the marked absorp- 
tion of the light by the wound surfaces. In general, 
the bactericidal action increases the more the 
character of the ray approaches the ultra-violet end 
of the spectrum. This is not true, however, as 
regards all bacteria; e. g., the spores of the anthrax 
bacillus are more markedly influenced by red light, 
while the anthrax baci!lus itself is more markedly 
influenced by violet light. Failure rests principally, 
however, on marked absorption of the rays, espe- 
cially of the bactericidal rays. The favorable influ- 
ence of the light lies in the tissue reaction it causes. 
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The antiseptic action of dyes is well known. A 
number of dyes are bactericidal in high dilutions, 
and even in strong dilutions are not harmful to the 
tissues. They form non-toxic combinations with 
the tissues, however, and are not equally toxic for 
all bacteria. 

Combined light and dye treatment has a decided 
action. Photochemical effects were demonstrated 
on staphylococci, streptococci, and colon bacilli by 
otherwise non-toxic solutions of eosin, erythrosith 
and methylene-blue. This photochemical action 
is obtained with direct sunlight or ordinary daylight, 
quartzlight, and the electric arc-light, but is much 
less evident when the ordinary electric-bulb light 
is used. When raying is done with the quartz lamp 
and witha 100-candlepower electric light, methylene- 
blue is greatly resorbed but there is no resorption of 
eosin or erythrosith. The resorbability of a dye is 
dependent upon its characteristic peculiarities as a 
vital stain. 

* The principal benefit of photochemical treatment 
is due to the fact that by the raying of the wound 
the resorption of the vital dyestuff applied to it in 
solution is greatly increased. A surplus of dye is 
thereby accumulated in the region of the wound 
which does not undergo non-toxic transformation 
and therefore exerts a bactericidal action. 

WortMANN (Z). 


ANZSTHESIA 


Wallis, R. L. M., and Hewer, C. L.: A New General 
Anesthetic: Its Theory and Practice. Lancet, 
1921, CC, 1173. 


Wallis’ experiments revealed that pure ether does 
not possess anesthetic properties. In an examina- 
tion of inferior ethers in India by means of distilla- 
tion over finely divided permanganate, he obtained 
a residue of mercaptans which was toxic and had a 
very disagreeable odor. He afterward removed the 
alcohol, water, and peroxides by treating the dis- 
tillate with anhydrous copper sulphate, but as his 
product was then devoid of anesthetic power he 
acted on Cotton’s suggestion and treated this sub- 
stance with carbon dioxide and ethylene. The 
resulting compound was found to be active. 

A good anesthetic ether treated with permanga- 
nate yields a residue of ketones with a pleasant odor 
and it is to these the ether owes its anesthetic 
properties. Accordingly, pure ether was chosen as a 
solvent and varying quantities of these ketones of 
the middle series were added to it. Their anesthetic 
properties were found to be increased by first treat- 
ing them with carbon dioxide and ethylene. The 
product is termed “‘ethanesal.”’ 

Hewer used this ether in 250 cases. It was 
administered to patients of all ages and by various 
methods. Operations in which it was employed are 
found in practically all fields of surgery. In many 
cases the patient was a poor operative risk on 
account of some heart condition, anemia, diabetes, 
or toxemia. Hewer concludes that ethanesal is less 
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toxic and is safer than chloroform or ether. It is less 
irritating to the mucous membranes, reduces 
postoperative vomiting, and is practically devoid 
of disagreeable taste and smell. Anzsthesia is 
induced more rapidly as a more concentrated vapor 
can be used. Moreover, the time of recovery is 
shorter. The effect on the pulse and blood pressure 
is probably better than that of ether, since pulse 
pressure is sustained at the end of the operation. 

J. W. Ross, M.D. 


Bratrud, A. F.: The Present Problem of Local 
Anesthesia. J.-Lancel, 1921, n.s. xli, 347. 


Bratrud discusses the problems of local anesthesia 
and the advantages and disadvantages of the various 
drugs used at the present time. From his experience 
he draws the following conclusions: 

1. The subject of local anesthesia should be 
taught in all medical schools. 

2. The disadvantages, such as time, infection, 
psychic factors, etc., are more imaginary than real. 

3. Careful attention to details, better knowledge 
of anatomy, and improved technique are essential 
for success. 

4. The postoperative course is a better convales- 
cence in a shorter period of time with fewer com- 
plications. 

5. Limitations of the field should be known and 
combined anxsthesia should be used as soon as 
there is a contra-indication to any further work 
under local anesthesia. 

6. A knowledge of this subject is of special 
importance to the rural districts and _ hospitals 
without a consultant or visiting anesthetist. 

>. The future of local anesthesia depends upon 
the enthusiasm of the surgeon, his knowledge of the 
subject, and the widening of its field of usefulness. 

IsABeLLA C. HERB, M.D. 


Maxeiner, S. R.: The Technique of Administering 
Local Anesthesia. J.-Lancet, 1921, n. s. xli, 346. 
Maxciner is of the opinion that novocaine is 
thoroughly efficient and the safest local anesthetic 
available today. It may be used almost ad libitum 
when properly administered. Concentrated solutions 
are more toxic than dilute solutions. Intravenous 
administration is the most dangerous and should be 
avoided. The use of a tourniquet or of adrenalin 
solution adds to the duration of the anesthesia, but 
adrenalin solution is dangerous in the presence of a 
terminal circulation. Infiltration is by far the most 
simple method of inducing anesthesia and is almost 
100 per cent efficient. C&dematization of the field 
may have certain disadvantages, but if properly per- 
formed does not interfere with the operation or with 
primary healing as is so often claimed. 

Intraneural injections are especially applicable to 
the fifth nerve and its branches, the brachial plexus 
over the midpoint of the clavicle, and the ulnar and 
sciatic nerves. They often fail, however, and 
demand much greater skill than perineural in- 
jections or infiltration block. By the latter method a 
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larger amount of a more dilute solution may be 
deposited in proximity to the nerve and therefore 
in the hands of the average surgeon this procedure 
is more efficient. 

Circumferential infiltration has a distinct field of 
usefulness in cases of umbilical hernia, amputation 
of the breast, and the removal of large, superficial 
tumors or tumors with broad bases. In caudal 
anesthesia the anxsthetic solution is introduced 
through the terminal sacral foramen and is ex- 
tradural. This method produces ideal anesthesia 
for operations on the perineum and in the pelvis, but 
is not absolutely free from danger and may some- 
times fail. Splanchnic anzsthesia is as yet not fully 
developed. The retroperitoneal tissues may be 
reached through the liver, and the nerve supply to 
the bile ducts, the stomach, the bowel, uterus, and 
other organs may be completely and efficiently 
blocked. IsaBELLA C. Hers, M.D. 


Chevassu, M.: The Removal of a Tuberculous 
Kidney without Pain or Shock under Local 
Anesthesia and with a Single Anzsthetic 
Puncture (Rein tuberculeuse néphrectomisé sans 
douleur et sans choc sous anesthésie locale au 
moyen d’une seule piqire). Bull. et mém. Soc de chir. 
de Par., 1921, lxvii, 883. 


The local anesthesia in this case was induced by 
the injection of 120 ccm. of % per cent French 
novocaine solution to which 14 drops of adrenalin 
were added. A needle 12 cm. long was employed 
and the injection was made into the splanchnic 
nerve. Anesthesia of the splanchnic nerve gives 
anesthesia of the renal pedicle. Anzsthesia of the 
lumbar wall requires, in addition, paravertebral 
anesthesia of the last intercostal and the first lum- 
bar nerves. 

For a nephrectomy it is necessary to inject two 
planes, viz., the plane of the twelfth intercostal 
and the first lumbar nerves and the vertebro-rena! 
plane. Chevassu injected 60 c.cm. of the anes- 
thetic solution into each of these two planes by 
means of a single puncture made at the lower 
border of the twelfth rib on the left side at about 
five finger-breadths from the median line, the needle 
being inclined inward and slightly upward. When 
the needle had been inserted from 4 to 6 cm. 
the first plane was anesthetized and the direction 
of the needle then changed. Between the eighth 
and the eleventh centimeter of insertion the second 
plane was anesthetized. The patient, a man 209 
years of age, was entirely free from pain and shock. 
Postoperatively there was no vomiting, nausea, or 
dyspnoea. W. A. BRENNAN. 


Perrier, C.: Local Anesthesia in Abdominal 
Surgery: Anzesthesia of the Splanchnic Nerves 
(L’anesthésie locale en chirurgie abdominale: 
anesthésie des nerfs splanchniques). Rev. méd. de 
la Suisse Rom., 1921, xlvi, 355. 


While ordinary surgical procedures, and even 


cauterization, do not cause pain when performed 
under simple parietal anesthesia, traction on glan- 
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dular pedicles and the mesentery is painful and if 
prolonged gives rise to circulatory and respiratory 
reflexes. Under such circumstances the operation 
can be continued only under general anesthesia. 

The author is not a partisan of spinal anesthesia 
especially as applied in the upper parts of the 
abdomen. Paravertebral anesthesia also appears 
to him impractical and complicated as eleven in- 
jections on each side of the spinal column are neces- 
sary for a laparotomy. 

Numerous investigations regarding the sensibility 
and innervation of abdominal organs have shown 
that the tissues surrounding the great vessels which 
contain the visceral nerves are sensitive. The 
visceral irritations are conducted to the central 
nervous system principally by the splanchnic 
nerves. The idea of anesthetizing these nerves 
originated with Kappis in 1913. Pauchet introduced 
the method into France. 

The author describes the technique of splanchnic 
nerve anesthesia briefly and enumerates the errors 
to be avoided as follows: 

t. Injection into the lumbar muscles. This 
occurs when the needle makes contact with the 
transverse apophysis instead of with the deeper 
vertebral body. 


SURGERY OF THE 


HEAD 


Walton, A. J.: Surgery of the Pituitary Gland. 
Lancet, 1921, cc, 1168. 


The functions of the various portions of the 
pituitary gland may be classified roughly as follows: 

1. Anterior lobe. The secretion of this part of 
the pituitary body appears to control calcium 
metabolism and skeletal growth, including the bony, 
cartilaginous, and connective-tissue structures. It 
may possibly control the deposit of fat and the 
growth of the sexual glands. 

2. Posterior lobe. This portion of the pituitary 
contains a pressor and depressor substance in its 
extract which, when injected, causes a rise or a fall 
in blood pressure. A diuretic action leading to 
polyuria with dilatation of renal vessels is also noted. 
A most important action is the constant effect of 
contraction on unstriped muscle, especially in the 
intestine and uterus. 

In addition, there is a body which appears to 
lower the carbohydrate tolerance. There is some 
question, however, as to whether this is formed by 
the anterior or the posterior lobe. 

The clinical symptoms due to pituitary lesions 
fall into the following classes: (1) disturbances of the 
internal secretions, (2) local pressure effects, and 
(3) general pressure effects. 

Disturbances of internal secretion indicate that 
an increase in function of the anterior lobe produces 
gigantism in young persons and acromegaly in 
adults. Decrease in function of the lobe produces 


-occurring during the growth period. 
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2. Injection into an important vessel. This is 
possible when aspiration before injection is neglected. 

3. Injection into the pleura and lung. This may 
occur when the injection is made too high. 

4. Injection into an abdominal organ. 
may occur if the injection is made too low. 

Splanchnic nerve anesthesia has been entirely 
satisfactory in many cases. Graef, however, saw it 
fail in two cases of ileus, and Perrier had it fail also 
in a similar case. Perrier reports eighteen laparot- 
omies he performed under splanchnic nerve 
anesthesia. In two he was obliged to use ether to 
finish the operation. One of these was a case of 
ileus. All of the patients were in a deplorable con- 
dition on account of old age, anemia, or some other 
condition but there was no operative death nor any 
postoperative complication, and no change in the 
pulse or respiration was noted when traction was 
exerted upon the stomach or the liver was reflected. 
Contra-indications to the method are marked 
obesity, nervousness, and fear. 

In Perrier’s opinion splanchnic anesthesia is a 
decided step toward the abolishment of general 
anesthesia induced by inhalation and in many 
cases is decidedly better than general inhala- 
tion anesthesia. W. A. BRENNAN. 


This 
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ateliosis (Lorain’s disease) in young persons but its 
effect on adults is unknown. The effect of an 
increase in function of the posterior lobe is also 
unknown. A decrease in its function causes dys- 
trophia adiposa genitalis (Froelich’s disease) in 
young persons and adiposa dolorosa in adults. 

Sternberg showed that 20 per cent of acromegalics 
are giants and 4o per cent of giants develop acro- 
megaly. Brissaud was the first to point out that 
acromegaly is probably gigantism of adult life and 
the gigantism may be regarded as acromegaly 
Moreover, 
gigantism and acromegaly may be found in the 
same family. 

Acromegaly, which was described by Pierre Marie 
in 1886, appears to depend on an over-growth of the 
anterior or glandular portion of the body. Cases 
have been reported of hemorrhage or cyst forma- 
tion in the anterior lobe. 

This condition most commonly begins at about 
the thirtieth year of age and is slow in onset. The 
bones of the spine, thorax, head, and face show 
thickening and hypertrophy. There may be an 
increase in height with kyphosis of the spine. The 
thorax and the pelvis are enlarged, widened, and 
deepened. The cranium is only slightly altered, but 
the face shows general hypertrophy, especially the 
lower jaw, in which the teeth become widely separ- 
ated. The great length of the face is due largely to 
downward hypertrophy of the jaw. The pituitary 
fossa is generally enlarged and there may be atrophy 
or erosion of the clinoid processes. The soft tissues 


| 

| 

| | 


270 INTERNATIONAL ABSTRACT OF SURGERY 


about the face also share in this’ hypertrophy, 
becoming thickened and prominent. The hands 
and feet are widened and thickened because of over- 
growth in all tissues, such as bones, muscles, con- 
nective tissue, and skin. In women the breasts 
become smaller than normal and amenorrheea occurs 
early. The external genitalia are hypertrophed, 
but there is always a marked decrease in sexual 
desire. The thyroid may be small and the larynx 
hypertrophied with resultant change in the timbre 
of the voice. The skin shows profuse sweating and 
pigmentation, while the hair is coarse and wiry. 
The intelligence is usually good. 

Persons with ateliosis, or Lorain’s disease, are 
small and well-proportioned. There is failure of 
development of the secondary sexual characteristics 
which causes a subject who is 35 or 40 years old to 
appear about 14 years of age. The bones are small 
and fragile with poor muscular attachments. There 
is no enlargement of the epiphyseal ends. The skin 
is soft, delicate, and white, resembling that of a 
young female. The body and face remain hairless 
and the voice is high, thin, and piping. The sexual 
glands are never developed and the intelligence is 
always below normal. 

Dystrophia adiposa genitalis (Froelich’s disease) 
shows a marked over-growth of the subcutaneous 
fat. There is a relatively greater thickening of the 
buttocks and thighs and a subcutaneous deposit in 
the region of the breast. The blood pressure is low 
and there is good tolerance to carbohydrates. 
The skin is soft, there is no growth of axillary hair, 
the voice is high-pitched and squeaky, and the 
thyroid is small. The genitalia remain underdevel- 
oped. A cyst or tumor with destruction of the pi- 
tuitary gland is often found at operation or autopsy. 

Adiposa dolorosa (Dercum’s disease) is a type of 
Froelich’s disease and appears to be due to a 
diminution of the secretion of the posterior lobe 
which occurs after the normal development of the 
body has been completed. It is characterized by 


large, irregular, and painful deposits of fat, either . 


diffuse or localized but occurring mostly in the but- 
tocks and thighs, although not uncommonly in the 
back or on the posterior aspect of the arms. Al- 
teration is found in the pituitary gland, and 
many cases show also an affection of the thyroid. 

Local pressure symptoms in affections of the 
pituitary gland are due chiefly to interference with 
the optic tracts or chiasma. One of the earliest 
symptoms is a bitemporal hemianopsia. Marked 
diminution in the visual fields and vision for colors 
may be associated with any of the alterations of 
secretion. Severe attacks of fifth-nerve neuralgia 
may also be present, but are not frequent. General 
pressure symptoms are due chiefly to an intracranial 
pressure increase which varies with the nature and 
extent of the lesion. 

Tumors of the pituitary gland are, as a rule, rela- 
tively benign and should be described as adenomata 
in spite of the fact that microscopically they often 
appear carcinomatous. Rare forms of squamous 


carcinoma are of course an exception. Diminution 
of secretion is usually associated with a cyst or 
tumor causing pressure on the gland. Since most of 
the conditions associated with an alteration of 
secretion are very slow in their progress and may 
persist for years, and since operation is necessarily 
attended by a high mortality, interference will be 
indicated chiefly by the presence of local or general 
pressure symptoms. Danger of complete blindness 
and increasing headache and vomiting are also 
weighty considerations. 

The author prefers the cranial to the intracranial 
approach in operations and uses a modification of 
the Frazier method. A large frontal flap is made and 
turned outward. The lower limb passes around the 
margin of the eyebrows and the upper lies about 
3% in. above and parallel to this and thus well 
within the area of the hairy scalp. These two inci- 
sions are connected by a vertical limb in the middle 
of the forehead. Four trephine openings are made 
and united with a Gigli saw, and the bony flap, 
3 in. square, is turned outward. The dura is 
elevated as far as possible from the orbital roof and 
an incision parallel to the orbital ridge is made into 
it. The frontal lobe is carefully elevated with a 
broad metal retractor and the cerebrospinal fluid 
gently swabbed away. A clear view of the optic 
nerve and chiasma is obtained and the pituitary 
gland and any tumor may be removed from the 
position in which it is most prominent. 

A. C. Jounson, M.D. 


Ashhurst, A. P. C.: Recurrent Unilateral Subluxa- 
tion of the Mandible; Excision of the Inter- 
articular Cartilage in Cases of Snapping Jaw. 
Ann. Surg., 1921, \xxiii, 712. 


The author reports the case of a girl 16 years of 
age who was admitted to the hospital April 16, 1920. 
The subluxation, which dated back for two years, 
involved the right side and in the beginning oc- 
curred about once a month, but for the last four 
months had been more frequent. She had been able 
to reduce the displacement without aid until 
January, 1920, when it became necessary to call a 
physician because it recurred even when the chin 
was bandaged and no attempt was made to open the 
mouth. Subsequent to this there were frequent 
dislocations which were painful and were reduced 
only with difficulty by physicians. 

On admission the patient’s mouth was held shut 
with a bandage and she was hysterical. She had 
taken only liquid food for some time. Dislocation 
occurred several times before operation while she 
was in the hospital. X-ray examination showed 
that at the time of displacement the mandible on the 
affected side rode forward on the maxilla. 

The theories as to the factors responsible for this 
type of dislocation are various. The author states 
that, whatever the cause, it is evident that the 
cartilage is at fault and that the simplest and most 
certain method of effecting a cure consists in re- 
moving the cartilage from the condyle. He believes 
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this operation is better than any other. In the case 
reported it was done May 1, 1920. The technique 
was as follows: 

An incision 2 cm. long was made over the zygoma 
back to the auricle, and then downward for 3 cm. in 
front of the auricle. The masseter muscle was 
detached subperiosteally and the small triangular 
flap of skin and muscle turned down. The cartilage, 
which was loosely attached, was caught in a tenacu- 
lum and excised with the scissors. The incision 
was closed in layers without drainage. 

Convalescence was uneventful. May 7, 1920, the 
patient was able to eat vegetables. May 11, she 
could open her mouth 2.5 cm. without causing 
luxation. When seen again in November, 1920, 
she stated that she had had no further trouble. 

F. G. Murpuy, M.D. 


Bufalini, M.: Three Cases of Cystic Tumors of 
the Jaw (Studio sopra tre casi di tumori cistici dei 
mascellari). Clin. chir., 1920, xvii, 1249. 

The author reports the clinical history and histo- 
logic character of three cystic tumors of the jaws 
which were extirpated by him. In the first case the 
tumor was an adamantine cyst of the mandible 
characterized by adamantine tissue which in some 
regions showed a papillary formation. In the 
second case the tumor was a paradental cyst of the 
upper jaw and more particularly juxtadental, 
according to Ombrédanne’s classification of such 
tumors. The third tumor was a voluminous cyst of 
the mandible showing stratification and other char- 
acteristics which differentiated it somewhat from 
the more common paradental cysts. It was lined 
throughout with epithelium and there was no ten- 
dency to transformation into stellate polygonal 
cells and no formation of epithelial patches in the 
connective stroma as is common in paradental 
cysts. 

Bufalini is of the opinion that among paradental 
cysts three secondary groups should be recognized 
on the basis of differences in their histologic char- 
acters, Viz.: 

1. Cysts of inflammatory nature originating 
secondarily from the epithelium of the buccal 
mucosa or from paradental epithelial rests. 

2. Cysts which are derived directly from epithe- 
lial rests.@ 

3. Cysts which, because of their location and 
lack of direct relationship to the roots of the teeth, 
and especially because of the character of their 
epithelial lining, seem to have been derived from the 
inclusion during intra-uterine life and the later devel- 
opment of epithelial remnants of the buccal mucosa 
of the antrum of Highmore or the nasal fosse. 

W. A. BRENNAN. 


Koenig, F.: A Plastic Operation on the Lip (Ueber 
Lippenwechselplastik). Beitr. 2. klin. Chir., 1921, 
cxxli, 288. 


Almost all the previous plastic operations on the 
lip (Dieffenbach’s, Jaesche’s, Langenbeck’s, Est- 
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lander’s, Lexer’s) are based on lateral displacement 
of flaps from adjacent parts of the face. These 
methods are justified in large losses of tissue, as in 
total loss of the lip, but not in smaller defects where 
the demand for anatomical replacement is secondary 
to that of preserving the normal play of the muscles 
about the mouth. In the latter type of case they 
produce greater or less disturbance of the innerva- 
tion of the important muscles at the angle of the 
mouth. 

The author therefore recommends a method which 
was used by Abbe to widen the upper lip which had 
become too short after an operation for harelip and 
to cover lip defects after trauma and operation. 
The technique of this procedure is as follows: 

Tension of the upper lip is overcome by a median- 
incision. A wedge is cut from the lower lip with 
the apex downward so that one limb of the acute 
angle passes through the mucous membrane of the 
lip while the other stops in front of the inferior 
labial artery. The wedge is then turned upward in 
the frontal plane and sutured into the opening in 
the upper lip. After eight to ten days the pedicle is 
cut and the remaining wound is sutured. 

A modification of this method, in which the flap 
was made more rectangular and the defect at one 
side, was used by the author in ten cases of injury 
and carcinoma. The results were excellent. The 
operation is shown in three illustrations. The 
flaps must be made the same size or a few milli- 
meters smaller than the defect rather than larger 
as is done in other plastic operations. A good con- 
dition of the wound edges is also essential; if neces- 
sary they may be freshened. If some of the sutures 
do not hold, the flap of the pedicle should not be 
cut until two days later than usual, i.e. on the 
twelfth day. 

The author’s operation can be performed very well 
under local anesthesia and is indicated both in the 
usual conditions and after failure of other plastic 
methods. It is necessary only that the loss of sub- 
stance shall not be more than half the lip. The 
histories of three cases operated upon by this 
method are given. Kempr (Z). 


NECK 


Judd, E. S.: A Consideration of the Treatment of 
the Lesions of the Thyroid Gland. Minnesota 
Med., 1921, iv, 315. 

The thyroid gland has only recently come to be 
regarded as of great importance in metabolism. 
Knowledge of the function of the thyroid has been 
obtained largely from a study of the results of total 
removal and persons whose thyroids have never 
functioned. 

The absence of the thyroid produces a syndrome 
known as myxcedema or hypothyroidism. Children 
with total absence of thyroid function are known as 
cretins; in development they never reach the stage 
of puberty. After complete thyroidectomy the rate 
of metabolism is greatly reduced; the growth of the 
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osseous system is arrested, especially in the long 
bones, the skin becomes myxcedematous, and the 
intellect is disturbed. If the thyroid is removed from 
young animals, development is retarded, especially 
in the nervous and genital systems. The hair and 
nails become brittle. If the thyroid is removed from 
an adult animal the results are the same except 
that the skeleton is already fully developed and does 
not change. 

Very little has been accomplished to change the 
condition of cretinism in the human being. Some 
of the difficulties which result from absence of the 
thyroid gland can be overcome by the administration 
of thyroid extract or of thyroxin, the active prin- 
ciple of the gland. The greatest difficulty arises 
from the fact that cretinism is not recognized early. 
In a few cases the author transplanted normal thy- 
roid tissues, and in some, the thyroid tissue from a 
hyperplastic thyroid of a patient with exophthalmic 
goiter. The results were similar. 

Little encouragement was obtained from enucleat- 
ing cysts in the thyroids of cretins. Much more is 
accomplished with the myxcedematous patient 
who at some time had a normal functioning thyroid 
gland. All the changes which have taken place in 
the skin, hair, and nails, as well as the facial ex- 
pression and mental condition, return to normal in a 
very short time after thyroid products are ad- 
ministered. Myxoedema is much more common 


than is realized but unless its evidences are constantly 
borne in mind it is not difficult to overlook the real 
condition. It is very often present when there is no 
discernible lesion of the thyroid and no history of 


former trouble. It is sometimes seen in patients 
who have had long-standing adenomatous or 
colloid goiters, and not infrequently occurs in those 
in whom apparently there has been hyperthyroidism 
at some previous time. The author has seen several 
cases which evidently followed thyroiditis. 
Postoperative myxcedema is extremely rare. It 
is not unusual for the basal metabolic rate to drop 
after partial thyroidectomy, but this has no influ- 
ence on the convalescence though frequently there 
is clinical evidence of insufficiency in thyroid func- 
tion. If in operating for goiter a small piece of 
thyroid is preserved with a good blood and nerve 
supply, insufficient thyroid function will not result. 
Tetany is much more common than myxcedema 
following operations on the thyroid, although it 
does not occur in more than 0.25 to 0.5 per cent. 
The syndrome is the same as in other circumstances. 
It is more apt to follow secondary operations when 
partial thyroidectomies have been performed and 
the second operation is done for thyroid enlarge- 
ment. The parathyroids are supplied by the inferior 
thyroid arteries; their ligation in one case produced 
definite tetany. One of 2 cases of gastric tetany 
following gastro-enterostomy made the same re- 
sponse to treatment as that following treatment for 
te‘any with goiter. The symptoms almost always 
begin with a stiffness in the fingers about the third 
day after the operation. These symptoms may pass 
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off in a few hours or become progressively worse 
until not only the fingers but the hands and arms 
are involved; sometimes the contractions become 
general. Ina series of 20 patients with tetany follow- 
ing operation there were no deaths. All patients 
should be given intravenous injections of calcium 
lactate, 10 c.cm. of a 5 per cent solution in 100 c.cm. 
of salt solution, at the time of onset. The symptoms 
usually subside within one-half hour. Often one 
intravenous treatment is all that is necessary, 
but if there is any tendency to recurrence, the 
dose should be repeated. In every thyroidectomy 
an attempt should be made to preserve all apparent- 
ly normal thyroid tissue. 

For purposes of treatment enlargements of the 
thyroid may be classified best in five groups: 
adolescent, mechanical, toxic, inflammatory, and 
malignant goiters. 

Group 1. In the adolescent goiter the enlarge- 
ment in the thyroid is general. There may be a few 
associated adenomata but usually the enlargement 
is due to an increase of colloid in the gland. The 
patient at this stage may be nervous and have a 
tumor. An adolescent girl should not be operated 
on, even if the symptoms are supposedly due _ to 
slight over-activity of the gland. In case of doubt, 
conservative measures should be employed first. 
This type of goiter may continue to enlarge and 
become a mechanical goiter. 

Group 2. The mechanical goiter produces symp- 
toms only by pressure and interference with the 
surrounding structures. 

Group 3. There are two distinct types of toxic 
goiter, either of which may cause mechanical inter- 
ference. The toxemia they produce is the result 
either of over-activity of certain elements of the 
thyroid or of absorption of some new product from 
the thyroid into the circulation. In certain toxic 
cases in which there is definite obstruction to 
the air passages the toxic symptoms may be pro- 
duced by suboxidation, but in many no mechanical 
interference is evident. 

Exophthalmic goiter is usually toxic from the 
beginning. The gland is generally enlarged and 
hyperplastic, and there is an accompanying exoph- 
thalmos. The second type of toxic goiter is the 
adenomatous goiter which, after being present for 
nineteen or twenty years, causes signs*of hyper- 
thyroidism. Exophthalmos is not common in this 
type. The disturbance of function and degenera- 
tion of tissue are more marked than the exophthal- 
mos. The administration of any form of iodine 
exaggerates the symptoms. On the other hand, 
such treatment frequently seems to help the pa- 
tient with an exophthalmic goiter. Surgery offers 
the best results in cases of toxic goiter. Subtotal 
thyroidectomy cures about 70 per cent of cases of 
exophthalmic goiter. 

Group 4. Thyroiditis does not occur often. At 
the beginning the inflammation involves the whole 
gland; the enlargement is general and painful to the 
touch, and may go on to suppuration. With the 
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gradual destruction of thyroid tissue there is def- 
inite evidence of hypothyroidism. In case of sup- 
puration it is best to open into the softened area 
and drain. When the inflammation is general it is 
not good policy to operate. Normal thyroid funccion 
is more apt to follow conservative treatment than 
thyroidectomy. 


SURGERY OF 
CHEST WALL AND BREAST 


Hedblom, C. A.: Tumors of the Bony Chest Wall. 
Arch. Surg., 1921, iii, 56. 


There is perhaps no surgical condition of the 
chest so germane to the discussion of pneumothorax 
as that of tumors of the bony chest wall. These 
tumors, either malignant or potentially malignant, 
often involve a large portion of the wall of the 
thorax and their extirpation requires extensive 
resection resulting in sudden collapse of the lung. 
Unlike infectious conditions of the chest, they do 
not produce inflammatory adhesions of the pleura 
or thickening and fixation of the mediastinum. The 
posture of the patient and the nature of the opera- 
tion, which make it impracticable to exert traction 
on the lung to steady the mediastinum, combine to 
bring about the maximum of mechanical disturbance 
due to open pneumothorax. Under these conditions 
a study of pneumothorax incident to operation on 
tumors of the chest wall should be of importance 
with respect to both theoretical and_ practical 
considerations. 


A review of the literature has brought to light 
reports of 67 cases operated on for tumor of the 
chest wall since Parham performed his first opera- 
tion under differential pressure in 1898. The records 
of the Mayo Clinic contain 15 cases which have a 


bearing on the subject. Of a total of 82 cases, 18 
(20 per cent) were operated on under differential 
pressure. Symptoms referable to the opening of the 
pleural cavity were noted. A weak, rapid pulse and 
disturbed respiration occurred in 2, but in both of 
these the diaphragm was resected and the symptoms 
abated when it was retracted and sutured. A 
pleural effusion developed in 1 case following 
operation. One patient died of pneumonia on the 
fourth day. In this instance the anesthesia was 
—— as contributing to the unfavorable re- 
sult. 

In 43 cases operated on without differential pres- 
sure there were symptoms referable to the opening 
of the pleural cavity in 9. The severity of the symp- 
toms depended somewhat on the size of the opening 
and the length of time the pneumothorax lasted. 

Twelve of the patients developed postoperative 
complications: 2 had pneumonia; 4, pleurisy with 
effusion; 5,empyema; and 1, pulmonary congestion. 
Seven patients died. Three died of empyema, 1 of 
pneumonia, and 2 of shock. In one instance the 
cause of death was not given. 


Group 5. Malignant tumors of the thyroid are 
rare; carcinomata occur in less than 1 per cent and 
sarcomata are almost never seen. Even the growths 
operated on early are prone to recur in a compara- 
tively short time. Usually when treatment is sought 
for carcinoma the condition is almost hopeless. 

J. E. Srruruers, M.D. 


THE CHEST 


A study of these cases seems to justify the state- 
ment that operative pneumothorax is in itself rarely 
hazardous but seems to predispose to postoperative 
pleural infection. Differentia!-pressure anwsthesia 
apparatus should be at hand in case its use may be 
indicated, and for inflation of the lung in all cases 
before closure. 


Jehn, W., and Mayer, K.: Penetrating Gunshot 
Wounds of the Thorax (Ueber Thoraxsteck- 
schuesse). Deutsche Ztschr. f. Chir., 1921, clxii, 398. 


Forty-five cases are reported which were operated 
upon in Zurich, Singen, and Greifswald. The 
results were extraordinarily good and there were only 
three fatalities. 

All penetrating gunshot wounds belong to injuries 
which cause clinical symptoms for the frst time 
after periods of months or years. Penetrating gun- 
shot wounds with the bullet remaining in the lung 
often heal permanently without unfavorable after- 
effects. Others, however—and these constitute no 
small number—sooner or later give rise to severe 
symptoms and in such cases the removal of the 
foreign body is necessary to save the patient’s life. 

In penetrating gunshot wounds of the chest wall 
fistula frequently persist. In some cases they may 
close spontaneously. 

Following penetrating gunshot wounds of the 
pleura there may be empyema. Gunshot wounds of 
the lungs cause abscesses, gangrenous foci, erosions 
of the vessels, and aneurisms, while similar wounds 
of the mediastinum are followed by spontan- 
eously closing fistulez. 

In wounds of the chest wall the projectile and 
splinters of bone may enter the periphery of the 
lung and cause changes in the lung cortex. The 
author cites a case in which, two years after the 
injury, a small lung abscess cavity containing a 
sequestrum from the rib and communicating with 
the bronchus was closed successfully by operation. 
In penetrating wounds of the pleura the projectile 
may enter the free pleural space and cause repeated 
hemorrhage which endangers life and necessitates 
removal. As a rule, however, empyema or en- 
capsulated abscesses develop which may be reached 
by means of a differential-pressure apparatus. 
Penetrating gunshot wounds of the lung cause 
abscesses or gangrenous foci which at times involve 
the bronchi or pleura or, by causing severe hamor- 
rhages due to an aneurism or erosion of vessels, 
may lead to aspiration pneumonia. 
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The condition of the patient with abscess varies. 
As a rule he is cachectic, a characteristic symptom of 
abscess or gangrene. If such a focus ruptures into 
the pleura a diagnostic error may be made; one 
may recognize the empyema but not the cause of the 
lung focus. In not a few cases, metastasis (brain 
abscess) following a smooth course toward recovery 
leads to death. In order to save life when it is 
threatened by recurring hemorrhages or abscess 
formation an exact determination of the position 
of the bullet and the use of a differential-pressure 
procedure are necessary. 

The anatomical changes are often relatively 
slight. The lung, which in the region of the bullet is 
usually thickened, is fixed over the bullet with two 
catgut sutures and opened between the sutures, 
preferably with the Paquelin cautery. The bullet is 
removed. bleeding vessels and possible aneurisms are 
ligated, aseptic lung wounds are closed, and infected 
wounds are sutured and drained. When the general 
pleural cavity is not obliterated the lung abscess is 
operated upon in two stages under light an- 
esthesia which is interrupted when the Paquelin 
cautery is being used. The lung must be exposed by 
the resection of four or more ribs, the abscess treated 
with the Paquelin cautery, the foreign body removed, 
and the cavity well tamponed. Air emboli and hem- 
orrhage may interrupt the operation or may occur 
later during the after-care, as when the dressings 
are changed. Bronchial fistulae which do not close 
spontaneously are closed operatively. 

The localization of bullets in the mediastinum 
often offers considerable difficulty because of the 
heart. The histories are given of cases in which 
stone splinters were successfully removed: (1) from 
a grossly thickened pericardium and the lung; (2) 
from the lung and the wall of an aneurism; and (3) 
from the pars diaphragmatica of the pericardium. 
Le Fort in 100 operations on the mediastinum and 
its neighborhood in the cases of 47 patients removed 
106 projectiles. The mortality was 7 per cent. 

Careful examination, exact localization of the 
foreign body, and the use of the proper modern 
surgical instruments render the danger of operative 
interference in such cases very slight. Stow (Z). 


Eastwood, E. H., and Martin, J. P.: A Case of 
Primary Tumor of the Pleura. Lancet, 1921, cci, 
172. 

The authors present the case of a man 38 years 
old whose chief complaint was shortness of breath 
progressively growing worse and a painful point at 
the juncture of the third costal cartilage and the 
sternum where examination revealed a prominence. 
In the further progress of the case aspiration was 
done several times, a straw-colored fluid being 
withdrawn. The patient died suddenly six weeks 
after admission to the hospital and eleven weeks 
after the onset of symptoms. 

Autopsy revealed a growth in the form of a mas- 
sive nodular thickening of the parietal pleura lining 
all the ribs, the costal cartilages, the sternum, and 
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the diaphragm on the right side, which to some 
extent had spread on the visceral pleura at the root 
and base of the right lung. Its greatest thickness, 
about 34 in., was in the region of the angles of the 
eighth to the eleventh ribs. The space between the 
lung and the tumor contained about 2 qts. of blood- 
stained fluid. 

The true nature of such tumors has been the 
subject of much controversy, as is evidenced by the 
variety of names given them, such, for example, as 
endothelial cancer, sarcocarcinoma, alveolar endo- 
thelial sarcoma, and mesothelioma. 

In the case reported the general histologic appear- 
ance of the growth and the fact that it was almost en- 
tirely confined to the pleura and had only slightly and 
superficially involved the lung, seemed to indicate 
that the endothelial lining cells of the pleura were 
the primary source. Thus, according to Adami’s 
nomenclature, it would be called a mesothelioma. 

The age incidence of such tumors is said usua!ly 
to be between 40 and 60. They are slightly more 
common in males than in females and are more often 
on the right than the left side. They are frequently 
associated with profuse blood-stained exudate, 
although many cases are described in which the 
pleural cavity was completely obliterated by the 
growth. Extension is usually by direct infiltration 
rather than by the blood stream.’ 

J. E. Srruruers, M.D. 


TRACHEA AND LUNGS 


Scrimger, F. A. C.: Postoperative Massive Collapse 
of the Lung. Surg., Gynec. & Obst., 1921, xxxii, 480. 
The author reports 7 cases of postoperative 
massive collapse of the lung occurring in a general 
surgical service of 540 cases. Four of these patients 
were operated upon for inguinal hernia, 2 for acute 
appendicitis, and 1 for hemorrhoids. In 4 cases the 
collapse was on the right side, and in 3, on the left 
side. The patients’ ages varied from 20 to 41 years. 
Anesthesia was induced with chloroform and 
continued with ether. All of the patients recovered. 
The symptoms, which began in every case within 
the first twenty-four hours, consisted of short, rapid 
respiration, respiratory distress, orthopnoea, pain 
in the affected side, fever, cough, and later ex- 
pectoration. In 2 cases the matter expectorated 
was blood-stained. The symptoms persisted from 
two to four days. In 3 cases they terminated 
suddenly, but in the remaining 4 the improvement 
was gradual. 

The most characteristic sign was displacement of 
the heart to the affected side. This side appeared 
smaller and its respiratory movements were dimin- 
ished. Breath sounds on the affected side were at 
first suppressed and later blowing in character. An 
X-ray examination, made in 5 cases, showed density 
of the lung involved. 

Pasteur believed that reflex inhibition of the 
diaphragmatic movements or paralysis of the 
diaphragm lasting over a period of forty-eight hours 
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leads to collapse of the lung and that postoperative 
collapse is due to a reflex arrest of action of one- 
half of the diaphragm. Bradford agrees essentially 
with Pasteur but suggests that spasm of the 
bronchioles might sufficiently explain the condition. 
Brisco emphasizes the effect of the prolonged supine 
position. Elliot suggested that the collapse might be 
due to blocking of the bronchioles by mucus. 

The author reports 7 cases in detail. That the 
actual size of the lung was diminished was shown in 
all cases by the displacement of the heart and 
mediastinum to the affected side, and in several, 
by the greatly arched diaphragm. 

Experimental work by Carlson is cited in which it 
was shown that in some amphibians a certain amount 
of control over the size of the lung seems to be 
exerted by the vagus nerve. The author suggests the 
possibility that, through a normal vagus control, 
the abdominal interference may cause a contraction 
of the muscular elements of the lung and that post- 
operative collapse of the lung may be brought about 
by this factor aided by the subsequent collection of 
sufficient mucus to prevent the passage of air 
beyond the point of obstruction. This theory 
would explain also the sudden relief of symptoms. 

R. C. Wess, M.D. 


Jacobaeus, H. C.: The Cauterization of Adhesions 
in Pneumothorax Treatment of Tuberculosis. 
Surg., Gynec. & Obst., 1921, Xxxii, 493. 

The operation described is performed through 
only two punctures. Through one puncture a 
straight cystoscope, the ‘‘thoracoscope,’’ is intro- 
duced, and through the other, a small metal rod with 
a platinum wire loop at the end. The loop may be 
rendered incandescent when the operator, guided 
by the thoracoscope, locates and cauterizes the 
adhesions. Under local anesthesia the thoracoscope 
is introduced in the line of the scapula as high up as 
possible—to about the fifth or seventh interspace 
when the adhesions are near the apex, and further 
down when they are at the middle or the base of the 
lung. The thoracoscope should be near the ad- 
hesions. The galvanocautery is introduced through 
a straight cannula usually in the middle or anterior 
axillary line from the sixth to the ninth interspace, 
but sometimes further anteriorly. Preceding the 
operation a design is made of the position of the 
adhesions on the anterior and posterior wall by 
orthodiagraphy after the method of Saugman. 

Small string adhesions are burnt off inless than a 
minute, while large flat adhesions may require as 
long as two hours for their destruction. In the one 
case in which hemorrhage occurred the author be- 
lieves it was due to a too hot cautery. He stops 
hemorrhage either by increasing the air pressure or 
by injecting sterile saline under pressure. 

Jacobaeus reports 40 personal cases and about 60 
cases from several clinics treated by his method. 
The chief complication to be watched for during the 
operation is hemorrhage, while the chief complica- 
tion afterward is pleurisy. Of the pleuritic com- 
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plications there are two of importance: (1) a simple 
exudate due to the thermal irritation, and (2) 
tuberculous pleurisy. The tuberculous pleurisy has 
thus far resulted in an 8 per cent mortality. In 26 
of the author’s 40 cases a satisfactory pneumothorax 
was obtained. Pleurisy with serious consequences 
occurred in 4 cases. 
Three cases are reported in detail. 
R. C. Wess, M.D. 


Gask, G. E.: Surgery of the Lung and Pleura. 
The Present Position of Surgery with Refer- 
ence to Diseases of the Thorax. Lancet, 1921, 
cc, 1286. 


During the war surgeons learned to open the 
pleural cavity, control hemorrhage, and repair a 
wounded lung with good results. Lessons learned in 
military practice should be applied to civil surgery. 
As the danger of sepsis has been eliminated, the only 
dread that remains is the danger of producing a 
pneumothorax. 

Good exposure is necessary in thoracic surgery 
and can be obtained without serious disturbance to 
the patient. The thoracic viscera may be manipu- 
lated without producing shock. Positive-pressure 
apparatus and intratracheal insufflation are un- 
necessary, although brilliant work has been accom- 
plished by their use. 

The diagnosis of chest lesions continues to be 
difficult. Careful study of the case with attention 
to a history of pain, cough, and difficulty in breath- 
ing and swallowing is essential. A complete physical 
examination and macroscopic and microscopic 
examinations of the sputum are indispensable. 
The spirometer, bronchoscope, and cesophagoscope 
are useful in their respective, though limited, spheres. 
Exploratory puncture, and even exploratory thora- 
cotomy, frequently must be employed when other 
methods have failed to yield a satisfactory diag- 
nosis. 

Access to the pleural cavity is usually obtained 
from behind or from the side. Longitudinal L- 
shaped incisions or the flap method may be employed. 
Wide exposure may be secured by subperiosteal 
removal of one or more'ribs or by the osteoplastic 
flap method. The chest is closed without difficulty 
by means of a suture passed either through or 
around the ribs immediately above and below the 
incision. 

Splitting the sternum permits exploration of the 
upper and inner part of the chest and mediastinum. 
This may be done by either of two methods. By the 
first method an incision is made from 4 in. above 
the sternum in the midline and curved to the third 
rib 1 in. external to the edge of the sternum. The 
attachment of the intercostal muscles in the second 
intercostal space is cut. A director is passed from 
the second space to the manubrial notch, immedi- 
ately under the bone. The bone is then split with a 
special pair of sternum shears, and the edges of bone 
are separated with retractors. By the second 
method the sternum is split in the midline and a 
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flap of sternum with the attached ribs is turned up. 
The internal mammary vessels are ligated and 
divided as they come into view. At the end of the 
operation the flap is replaced and sutured in position, 
and the chest closed. 

Reference is made to the treatment of acute and 
chronic empyema and of chronic empyema with si- 
nus formation. The author believes that through 
experience thoracotomy will become as useful and 
as frequently performed as laparotomy. 

Merve R. Hoon, M.D. 


PHARYNX AND SOPHAGUS 


Hastings, S.: An Account of Two Cases of Ob- 
struction of the @sopkagus by a Foreign Body 
Acting as Ball-Valve. Proc. Roy. Soc. Med., Lond., 
1921, xiv, Sect. Laryngol., 38. 

The first case was that of a woman 30 years of age 
who, for the last thirteen years, had had difficulty in 
swallowing. The onset of the condition was sudden. 
With the cesophagoscope a large cherry stone was 
found resting like a ball-valve on a smooth fibrous 
stricture of the cesophagus, the lumen of which was 
not quite large enough to allow it to pass. The stone 
was successfully removed. 

The second case was that of a woman 52 vears of 
age who had a sudden obstruction in swallowing. 
In this instance a large hard pea was removed from 
the cesophagus. E. C. Rosrrsaex, M.D. 


Fletcher, G. W.: A Review of Thirty-Three Cases 
of Foreign Bodies in the (Esophagus, Bronchi, 
and Larynx. Canadian M. Ass. J., 1921, xi, 332. 

Fletcher reviews 33 cases of foreign bodies in the 
oesophagus, bronchi, and larynx, and reports 6 cases 
in detail. 

In children the two chief factors responsible for 
such cases are: (1) the practice of allowing them to 
place all sorts of foreign bodies in the mouth while 
at play, and (2) some emotional crisis causing 
quick intaking of air, such as occurs in laughing, 
crying, shouting while running, etc. 

In adults common causes are: (1) imperfect 
mastication of food due to carelessness, too rapid 
eating, or imperfections or absence of the teeth; 
(2) imperfect preparation of the food whereby 
pieces of gristle, bone, or other foreign substances 
are served; (3) the presence of tooth plates which 
may be acontributing cause lessening the sensibility 
of the mouth; (4) the inhalation of foreign bodies 
during periods of sleep or unconsciousness; (5) the 
aspiration of a tooth during extraction under gen- 
eral anesthesia; and (6) occupational accidents. 

After mentioning the symptoms the author states 
that the routine procedure used in making the diag- 
nosis should consist of the following steps: 

1. The careful taking of the history. 

2. Examination of the pharynx and larynx with 
mirrors. 

3. Examination of the chest by a competent 
internist. 
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4. Examination with the fluoroscope and X-ray. 
A negative X-ray picture does not exclude a foreign 
body as many bodies are pervious to the rays and 
cast no shadow. An atelectatic lung or lobe sug- 
gests complete occlusion of the main bronchus or 
branch supplying the lobe. 

5. X-ray localization. A picture showing a disc- 
shaped body of wide diameter from side to side 
indicates a foreign body in the cesophagus. If the 
wide surface is antero-posterior, it is in the larynx 
or trachea. An oblique position of a foreign body 
in the thoracic region indicates a main bronchus as 
its site. 

6. Examination with the tube. 

7. Immediate removal of the offending sub 
stance. 

Fletcher concludes with the following significant 
remarks: 

“LT regard bronchoscopy as a specialty within a 
specialty. This is a very exacting line of work, suc- 
cess in which requires the exercise of very special 
qualities on the part of the operator. The first of 
these is patience. Jackson emphasizes this repeated- 
ly and advocates the practice of gentleness com- 
bined with mechanical ingenuity rather than the 
use of too much force which in difficult cases is 
always a temptation. 

“The chief problem undoubtedly confronting 
the beginner is that of securing sufficient oppor- 
tunity to acquire knowledge and experience. A 
thorough study of the anatomy of the subject, of 
the instruments used, and the method of using 
them is indispensable. Of great importance is pre- 
vious practice on the cadaver, and the use of the 
mannikin; also the opportunity of assisting a com- 
petent operator in previous operations. 

‘**T may mention also the necessity of close super- 
vision and personal inspection of apparatus by the 
operator himself previous to operation. It is very 
disconcerting to be compelled to stop in the middle 
of an operation on account of a defective light, or 
to adjust a forceps which is not working properly. 

“Last, but not least, I wish to refer to the prac- 
tice which I shall call ‘the massing of work.’ Even 
in a large city it is highly desirable that this line of 
work be done by one man. These cases are not 
numerous, and it is much better and more expedient 
from the standpoint of the patient that this should 
obtain.” O. M. Rott, M.D. 


Hawes, J. B.: Broncho-Q@sophageal Fistula and 
Traction Diverticulum. Am. J. M. Sc., 1921, 
clxi, 791. 

The diagnosis of broncho-cesophageal fistule 
is sometimes made by recognizing in the sputum 
particles of food ingested. In one case mentioned 
it was based on the discovery of pus which contained 
tubercle bacilli on the end of astomach tube. Two 
case histories with findings are given. 

The author calls attention to the fact that foreign 
bodies in the lungs, such as articles of food and 
barium (X-ray examination), do not have such 
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disastrous effects as might be supposed. In the cases 
reported portions of the barium meal could be 
traced through the hung. In the first case it passed 
through the broncho-cesophageal fistula to an 
external opening, and in the second case, from the 
cesophagus to a cavity connected with the mediasti- 
nal glands and from there into the bronchi and out 
through the trachea. I. W. Bac, M.D. 


MISCELLANEOUS 


Samaja, N.: Eventration of the Diaphragm 
Caused by Caicification of Glands in the Ante- 
rior Mediastinum (Calcificazione nel mediastino 
anteriore ed eventratio diaphragmatica). Riforma 
med., 1921, XXXvii, 485. 

A man 63 years of age was operated upon for in- 
carcerated hernia. During the X-ray examination 
eventration of the diaphragm was found by chance. 
He had never had any subjective symptoms, but the 
objective and X-ray signs were all present — para- 
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doxical respiration, dextrocardia, tympany at the 
left base, abolition of tactile fremitus, enlargement 
of Traube’s space, and absence of Litten’s sign. The 
left diaphragm was higher than normal, its excur- 
sions were limited on normal and forced respiration. 
and in changes of pressure it acted as an inert mem- 
brane, rising when the intrathoracic pressure was 
decreased in comparison with the intra-abdominal. 
and falling when it was increased. 

The eventration was evidently of recent date, for 
the left diaphragm was of approximately normal 
thickness and paradoxical respiration was not 
extreme. Examination for the cause of the condition 
showed calcified and enlarged glands in the anterior 
mediastinum which were responsible for pressure 
paralysis of the phrenic nerve. When the patient 
was placed in front of the roentgen screen, stimula- 
tion of the right phrenic nerve at the neck was found 
to cause contraction of the diaphragm, while stimu- 
lation of the left phrenic nerve with a stronger 
current did not. A. G. Morcan, M.D. 
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ABDOMINAL WALL AND PERITONEUM 


Henson, J. W.: Some Theories Regarding the Cause 
of Oblique Inguinal Hernia and a Suggestion 
as to Technique in Operating. South. M.& S. 
J, 1921, Ixxxiii, 250. 

The author’s views as to the etiology of oblique 
inguinal hernia are that the sac very seldom ante- 
dates and causes the hernia except in childhood; 
that in rare cases the hernia may result from intra- 
abdominal pressure sufficient to overcome the 
normal provisions for protection at the internal 
abdominal ring; and that usually when the hernia 
occurs without the presence of the enclosed peri- 
toneal process it is due to atrophy and relaxation of 
the internal oblique muscle and relaxation of the 
transversalis fascia with enlargement of the internal 
ring, loss of the normal relationship between the ring 
and the muscle, and consequent loss of the valve-like 
protection the latter affords the ring. 

To uphold his views Henson discusses the anato- 
my of the internal abdominal ring. 

In herniotomy for oblique inguinal hernia his 
technique is as follows: 

The usual steps are taken to the point of incising 
the aponeurosis of the external oblique and retracting 
the flaps. The cremaster and fascia are incised for 
1!4 in. in the line of the cord and retracted widely to 
expose the infundibuliform fascia. The latter is 
incised 114 in. or more as the exigencies of the case 
indicate and the flaps are retracted with forceps 
clamped on the margins. After the sac has been 
dealt with, the lower part of the internal oblique 
muscle is pulled with a retractor well above the 
internal ring. The flaps of the infundibuliform 
fascia are retracted sufficiently to expose the entire 
circumference of the internal ring, the cremasteric 


fascia being detached from the border of the internal 
oblique if it interferes with the exposure. The cord 
is separated from the infundibuliform fascia and, 
with a strip of gauze under it, is retracted high up. 

Beginning at the lower border of the ring, two, 
three, or more sutures are introduced as needed and 
passed through one margin of the ring and across 
and through the opposite margin. The needle is 
guided with the finger in the ring to avoid the deep 
epigastric vessels and peritoneum. When these 
sutures are tied, the lower end of the new ring formed 
by the top suture is well up under the internal 
oblique muscle when the latter is in position and 
the margins of the ring lie in contact with the cord. 
In order that the circulation will not be embarrassed, 
however, room enough to permit the insertion of the 
closed jaws of a medium-sized hemostat without 
resistance is left between the ring margins and 
the cord. 

Before the internal oblique is lowered the cord is 
dropped into its bed and one suture is introduced at 
the upper border of the internal ring to stimulate 
round-cell infiltration and the production of new 
fibrous tissue to strengthen the margin of the 
ring. A few sutures are placed across the floor of the 
infundibuliform process behind the cord, and a few 
from one wall of this tube to the other in the front 
of the cord to stimulate round-cell infiltration and 
the formation of fibrous tissue within the infundi- 
buliform fascia and around the cord. 

The operation is completed by the Ferguson meth- 
od or by inserting one suture through the lower 
border of the internal oblique and Poupart’s liga- 
ment to bring the muscle a little lower over the canal. 

Ninety-seven cases have been operated upon in 
this way and in three the operation was bilateral. 
Seventy-five of the patients have been traced. The 
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time after operation varies from ten months to three 
years. There was one recurrence. 
The anatomy and the technique of the operation 
are illustrated by eight plates. 
C. R. M.D. 


GASTRO-INTESTINAL TRACT 


Von Redwitz, E. F.: The Pathogenesis, Clinical 
Manifestations, and Surgical Treatment of 
Chronic Gastric Ulcer (Sur Pathogenese, Klinik 
und chirurgischen Therapie chronischen 
Geschwuers des Magenkoerpers). Beitr. 2. klin. 
Chir., 1921, Cxxii, 305. 


This article is a brief report of the results of 
macroscopic and microscopic study of specimens of 
the stomach wall obtained from 260 cases of deep 
gastric ulcer. The microscopic study is based on 
154 specimens, 70 of which were cut serially. 

The usual site of chronic gastric ulcer is the 
posterior wall of the stomach near the lesser curva- 
ture. The ulcer often extends to the lesser curva- 
ture and suggests that this is its primary location. 
The form of the ulcer very often is that of a funnel- 
shaped crater. As a rule the ulcer margin is higher 
on the cardiac side and flattened on the pyloric side; 
there are, however, exceptions. Most of the ulcers 
studied were single. Multiple ulcers were found in 
only 12 of the 260 cases (4.07 percent). In these 12 
instances the ulcers were truly chronic in only 5; in 
the 7 other cases a hemorrhagic erosion or acute 
ulcer formation was associated with a chronic ulcer. 

The mucosa surrounding the ulcer was often 
surprisingly intact, but frequently the changes of 
gastritis were present. The free gastric ulcer heals 
by the approximation of its edges due to the pull 
of the shrinking scar tissue and subsequent epithe- 
lialization. The pull of the muscle attached to 
the ulcer margins, however, may resist the pull of the 
shrinking scar tissue, and this, in the opinion of 
the author, constitutes one of the principal factors 
in the chronicity of the process. Another factor is 
the vascular changes which, in the form of enteritis 
obliterans, often cause complete closure of the 
vessels. When there is penetration of the ulcer into 
the pancreas all possibility of healing is generally 
gone. 

From the specimens studied no determination of 
the primary etiology could be inferred, but the 
author believes that the influence of the gastric 
secretions on the tissues of the stomach wall has 
been greatly overestimated. Moreover he does not 
agree with the generalizations of the neurogenetic 
theory of the origin of gastric ulcer. The contraction 
of the greater curvature opposite the ulcer which is 
observed in the X-ray picture he regards, not as a 
simple spastic contracture, but as a disturbance of 
co-ordination between the different muscle systems 
of the stomach. 

The presence of changes in the gastric mucosa 
due to gastritis is of importance as regards the 
intermittent attacks of pain in cases of gastric ulcer. 
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In order that resection in the inflamed area may be 
avoided the author advises against operating at 
the level of the pain. In cases of deep chronic ulcer 
of the stomach internal therapy and gastro-enter- 
ostomy will both fail. In cases of small and high 
ulcer Notzel’s suggestion of loosening the ulcer from 
the posterior wall of the abdomen and then per- 
forming a gastro-enterostomy may be tried. 

Of the resection methods the median resection of 
Riedel gives the best physiological relations but not 
infrequently there is a recurrence. The Billroth II 
resection and its modifications constitute the most 
radicgl method, but final judgment of its efficiency 
is not yet possible. Gastro-enterostomy is no more 
a cure-all in this condition than resection. 

Konyetzny (Z). 


Fowler, W. F.: Benign Gastric Ulcer in a Known 
Syphilitic: A Résumé of the Literature Con- 
cerning the Diagnosis of Organic Gastric 
Syphilis. Surg., Gynec. & Obst., 1921, xxxii, 419. 

Organic gastric syphilis has been found to be 
more frequent than was formerly supposed. The 
gross lesions are gummata in various forms and 
diffuse infiltration. Specific ulcers result from 
degeneration of gummata. Symptomatically such 
lesions differ from benign ulcers chiefly in the 
absence of pain, ease following the ingestion of 
food and alkalies, their less marked periodicity, 
anacidity, vomiting associated with a good appe- 
tite, excessive weight loss, and the improvement in 
gastric function following specific treatment. 

Without operation the diagnosis usually rests 
upon a history of early syphilis, present late signs 
of syphilis, a positive Wassermann reaction, and a 
positive therapeutic test. However, a negative 
Wassermann reaction does not exclude gastric 
syphilis. and benign lesions of the stomach may be 
present in a patient known to have syphilis. 

At operation specific ulcers are always found as 
multiple, ragged lesions. They are usually situated 
at the cardia, the lesser curvature, or the pyloric 
region and are often associated with perigastric 
adhesions, thickening of the gastric walls, and 
gastric deformity. Large gummatous tumor masses 
or cicatricial contractions subsequent to extensive 
ulceration simulate carcinoma, particularly as 
regards the type of dyspepsia, the vomiting, the 
rapid weight loss, and the anacidity, although the 
cachexia and loss of strength are less than that of 
malignancy and the course of the condition may 
be longer. 

The operative findings consist usually of an irre- 
movable gastric tumor mass which is indistinguish- 
able from carcinoma. The X-ray evidence also 
simulates that of carcinoma. The roentgenographic 
signs of organic gastric syphilis in general consist 
of encroachments upon the lumen, distortions, and 
deformities. The microscopic evidence consists of 
the characteristic syphilitic obliterative endarter- 
itis and perithelial lymphocytic infiltration with 
atrophy of the mucous membrane and hypertrophy 
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of the submucosa and muscularis. Postmortem con- 
firmation of the diagnosis is infrequent. 
H. A. McKnicut, M.D. 


Henry, C. K. P.: Recurrent Gastric Perforations. 
Surg., Gynec. & Obst., 1921, xxxii, 542. 


The author reports a case in which gastric per- 
foration occurred five times. The patient, a man 
aged 36, was admitted to the hospital in February, 
1913, With the symptoms and signs of acute gastric 
perforation. Prompt operation revealed a large 
recent perforation on the anterior surface of the 
stomach, 2 in. from the pylorus. The edges of the 
ulcer were closed, and a silk suture was used to cover 
it in. An anterior gastro-enterostomy was perform- 
ed, the stoma being placed below and distal to the 
perforation. The patient left the hospital in good 
condition. 

Six months later, in August, 1913, he was ad- 
mitted to the same service with a second perforation 
1g in. in diameter in the anterior surface of the 
jejunum opposite the gastro-enterostomy opening. 
Within the ulcer the silk suture was found. The 
ulcer was turned in with two linen sutures. The 
patient again left the hospital free from symptoms. 

Two years and two months later, October, 1915, 
he was admitted to the same hospital, but a different 
service. At this time there was a perforation distal 
to the scar of the second perforation in the jejunum. 
The opening was readily closed and a silk peritoneal 
suture was used. 

The fourth perforation occurred in another city 
where the patient was successfully operated upon in 
August, 1917. The site of the perforation is un- 
known to the author. 

The fifth perforation occurred in December, 1917. 
The patient was admitted to the hospital at which 
his first operation was performed. This perforation 
was preceded for one month by gastric symptoms. 
Immediate operation by the author revealed it in the 
middle of a large calloused ulcer, 15 mm. in diameter, 
situated at the central anterior part of the gastro- 
enterostomy. The ulcer was excised and the incision 
carried up into stomach and down into the bowel. 
The opening was then closed in the reverse way 
with three layers of suturing, one of chromic catgut 
and two of linen thread. In this manner a larger 
opening was formed and old scar tissue was removed. 
The proximal loop of the jejunum was sutured to the 
stomach wall to prevent kinking at the anastomosis. 

The pathologic report was “chronic ulcer, no 
malignancy.’’ An X-ray examination with the 
bismuth meal in January, 1918, showed that the 
gastro-enterostomy opening was functioning, but 
the emptying time of the stomach was prolonged. 

In August, 1918, the patient had no symptoms and 
was gaining weight. In October, 1920, he reported 
that he was still without symptoms. 

The author concludes that this case shows the 
importance of silk and linen suture material in the 
causation of recurrent perforations. 

G. Haven MAnk1n, M.D. 
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Straeuli, A.: The Treatment of Perforated Gastric 
Ulcer (Zur Therapie des Ulcus ventriculi perfo- 
ratum). Schweiz. med. Wchnschr., 1921, li, 443. 

The author reports two cases in which recovery 
resulted after suture of the point of perforation, 
primary gastro-enterostomy, and lavage of the 
abdominal cavity. Following these reports he 
gives a brief review of all cases of ulcer perforation 
which occurred in a hospital since 1896. In 11 
cases primary anastomosis was added to suturing 
and lavage of the abdominal cavity. In 1 case the 
excision of the ulcer was necessary because of 
failure of the Lembert sutures to hold. 

The total mortaiity was 41.2 per cent. Among the 
cases operated upon in the first six hours there were 
no deaths, while among those operated upon in the 
next six hours the mortality was 22 per cent and 
among those operated upon between the nineteenth 
and twenty-fourth hours it was 50 per cent. When 
the operation was performed after a period of 
twenty-four hours there were no recoveries. The 
onset of symptoms is without exception accompanied 
by such severe pain that the time elapsed since the 
onset is often given to the minute. Cases cited in 
the literature in which recovery resulted after more 
than twenty-four hours had elapsed between the 
onset of symptoms and operation were most 
probably instances of so-called “‘covered”’ perfora- 
tion. The total mortality figures quoted by the 
author strike a mean between the corresponding 
figures given in the literature. In one case the oper- 
ation was undertaken one and three-fourths hours 
after the perforation had occurred. 

After twelve hours those symptoms so characteris- 
tic in the beginning begin to disappear. Of great 
importance in the diagnosis is a carefully taken 
history. All the patients whose cases are reviewed 
had suffered gastric distress for longer or shorter 
periods of time, but often the periodically recurring 
pains were not taken for gastric pain. Definite pain 
is not necessarily associated with the picture of 
gastric ulcer. A number of patients go about for 
years with back pains without knowing that they 
have stomach trouble. The onset of painis always 
very sudden; on the other hand, it is not generally 
known that in many cases the pain does not remain 
at the original level, and that even when no drugs 
are given to relieve pain there may be subjective 
improvement. Probably this subjective improve- 
ment is related to local reparative processes. 

In the differential diagnosis appendicitis must be 
given chief consideration, especially since in per- 
forated ulcer the pain on pressure is often referred 
to the ileocecal region. Moreover, in both condi- 
tions the initial pain may be referred to the upper 
quadrant of the abdomen. The most important 
point characteristic of perforation is the board-like 
rigidity of the abdominal wall. If an exact diag- 
nosis cannot be made the misfortune is not so great 
provided the symptoms indicate immediate opera- 
tive interference without loss of time. 

ScuuBert (Z). 
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Borchers, E.: The Participation of the Vagus 
Nerve in the Motor Innervation of the Stomach 
with Reference to the Operative Treatment of 
Diseases of the Stomach: Studies on the 
Physiology and Pathology of Gastric Motility 
and Modern Problems of Gastric Surgery 
(Anteil des Nervus vagus an der motorischen 
Innervation des Magens im Hinblick auf die opera- 
tive Therapie von Magenkrankheiten. Studien zur 
Physiologie und Pathologie der Magenbewegungen, 
sowie zu modernen Problemen der Magenchirurgie). 
Beitr. s. klin. Chir., 1921, cxxii, 547. 

In spite of the numerous articles which have been 
written on the physiology of the innervation of the 
stomach, the function of the vagus nerve is still not 
clearly understood. Some authors believe that this 
nerve has little or no influence on the movements of 
the stomach while others regard it as the main nerve 
governing gastric motility. The author attempted 
to answer this important question by a series of 
experiments on cats. 

Borchers discusses first the important points in 
the anatomy and physiology of the stomach. By 
observations through gastric fistulae he proved that 
the form and movement of the stomach under the 
influence of barium are exactly the same as when 
ordinary food is taken. 

When the vagus innervation of the stomach of 
the cat was not disturbed, the emptying time aver- 
aged about two and one-half hours, a finding which 
agreed exactly with that made in cats not operated 
upon which were placed in front of the fluoroscopic 
screen after the stomach was filled with contrast 
material. Peristalsis in the form of ring-like con- 
tractions progressing toward the pylorus began a 
few minutes after the ingestion of the meal. These 
waves appeared first in the center of the stomach 
and then became more distinct at the borders of 
the upper and middle thirds. At first they were 
shallow but gradually became deeper. Often the 
motion ceased. The gastric motility therefore was 
periodic but there was no regularity in the phases 
of movement. The frequency of the wave was 
usually about three or four a minute. With this 
wave-like peristalsis toward the pylorus there was 
formed intermittently a particularly sharp constrict- 
ing wave in the region between the ventricular sinus 
and the beginning of the pylorus—a deep ring-like 
groove which cut off the main portion of the 
stomach from the filled pyloric portion. The pyloric 
portion then contracted concentrically and forced its 
contents into the duodenum. 

Gurgling in the stomach was noted: (1) when 
stomach contents mixed with gas were discharged; 
(2) when a sharply constricting peristaltic wave 
forced the gastric contents against the closed 
pylorus, the constriction forcing it back again into 
the stomach; and (3) when, following too early 
closure, the partition above was forced open by the 
still-increasing expressive force. From these facts 
it is evident that gurgling is not pathognomonic of 
strictures but may be present also when there is 
occlusion. 
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Summing up his observations gained by studying 
the stomach through fistula, the author comes to 
the conclusion that, on the basis of its function, the 
stomach consists of two parts, a digestive sac and 
an evacuation sac. The evacuation sac, however, 
has a part in the mixing of the stomach contents. 

When the action of the vagus nerve on the gastric 
musculature was blocked by bilateral section in the 
region of the cardia it was found that during the first 
few days there was a slowing down and an irregu- 
larity in the gastric motility, but after five days the 
evacuation again became practically normal. More- 
over, under such conditions there were variations 
in the tonicity of the stomach and a regional spasm 
persisting for some time. Following transverse 
section of the stomach at varying levels the motility 
was not disturbed in any way and there was ne 
decrease in the tonicity of the muscle. The 
pylorus was always found closed. Longitudinal, 
lateral, and combined pendulum movements of the 
stomach were noted although they were less distinct 
than in the intestines. 

Antiperistalsis may also be present in the stomach 
and appears to be pathognomonic of stenosis. As 
regards vomiting it was noted that antiperistaltic 
movement of the stomach was absent; the gastric 
contents were forced through the open cardia by 
abdominal pressure. Whether there was some other 
active participation of the gastric musculature 
could not be determined from the observations. 

When the stomach was resected transversely and 
the two parts were joined again by suture at the 
juncture of the lower and middle thirds, each 
portion of the stomach showed a definite peristalsis 
which was entirely independent from that in the 
other portion. From this it appears that gastric 
peristalsis may originate from local stimulation of 
the gastric mucosa without participation of the 
vagus. Moreover, intense pyloric spasm may occur 
in the stomach without a vagus nerve. Therefore, 
the theory that the nerve plexus in the stomach wall 
is stimulated through the vagus was not confirmed 
in these experiments. 

An attempt to cause spasm by electrical stimula- 
tion of the vagus in the region of a lesion of the 
mucosa failed completely. Bilateral stimulation of 
the cervical vagi also had no influence upon the 
movements of the stomach. However, electrical 
stimulation of the cervical vagi caused an immediate 
contraction of the musculature of the lower portion 
of the oesophagus but the cardia became relaxed 
after five or ten seconds. If the vagus was 
blocked there was no reaction when the cervical 
vagi were stimulated and no spasm such as would 
have occurred otherwise followed injury of the mu- 
cosa. 

Blocking of the von Openchowski ganglion in 
patients operated upon under local anestesia had 
no effect upon an existing cardiospasm. Neither did 
blocking of the sympathetic nerves by anesthesia 
of the ceeliac plexus have any effect. Therefore 
neither the sympathetic nerves nor von Open- 
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chowski’s ganglion has any influence upon the 
spasticity of the cardia and it is to be assumed that 
the nerve elements of the cardia! wall are themselves 
responsible both for the normal closure of the cardia 
and for cardiospasm. 

The disturbances of gastric motility observed in 
hysteria, neurasthenia, tetanus, and lead poisoning 
are dependent upon increased irritability of the 
gastric mucosa to every form of irritation and this 
is only a phase of increased irritability of the entire 
nervous system. Regarding the development of 
gastric ulcers the author comes to the conclusion 
that the part played by the vagusis very unimportant. 

The intravenous administration of pylocarpine 
causes spasm both when the stomach is normal and 
when the vagus is blocked. Therefore, the point of 
attack of the pilocarpine is to be sought in the peri- 
pheral plexus of the stomach wall or the muscle 
fibers themselves. 

According to the results of the author's experi- 
ments a favorable efiect upon the gastric crises in 
tabes cannot be expected from the subdiaphrag- 
matic blocking of the vagus nerve recommended 
by Exner. Moreover, the extramucosal circumcision 
suggested by Stierlin will not cause insufficiency of 
the pylorus and thereby quicken the emptying of 
the stomach in cases of ulcer. 

Borchers concludes his article with the statement 
that according to all his observations the vagus 
nerve is not the motor nerve of the stomach and 
that a favorable effect upon disturbances of the 
motility of the stomach, the cardia, and the pylorus 
cannot be expected from surgical interruption of 
the vagus or similar methods. Bove (Z). 


Bell, G.: Resection of the Small Intestine for War 
Wounds. J. Roy. Army Med. Corps., Lond., 1921, 
XXXVI, 351. 

The author had extensive experience in the surgery 
of war wounds of the intestine while serving for 
three years at a casualty clearing station on the 
British front in France. While as a rule it is wise to 
avoid intestinal resection when suture is possible, 
he is of the opinion that certain general indications 
for resection may be set forth: (1) complete 
division of the gut at one or several points such 
as frequently occurred in machine gun or rifle 
bullet wounds; (2) multiple wounds riddling a sec- 
tion of bowel, especially when the lesions affect the 
mesenteric border; (3) damage to the mesentery of 
such extent as to endanger the vitality of the gut; 
(4) obvious gangrene of a damaged area—a rare occur- 
rence; (5) severe multiple holing involving possibly 
a considerable length of gut, necessitating much time 
in repair, and apt to leave the restored part low in 
vitality and unable to resume its function. The 
latter is the class of case in which there was most apt 
to be a difference of opinion as to the best line of 
treatment. 

Undoubtedly the strongest argument against 
resection is the amount of shock produced, and every 
care must be taken to guard against it by maintain- 


281 


ing body warmth, the use of large incisions to reduce 
manipulation and evisceration to a minimum, and 
speedy, yet thorough operating. The author em- 
phasizes the importance of emptying the gut of its 
contents above and below the perforation. It was 
his custom to make an end-to-end anastomosis 
with two layers of continuous silk sutures. Simple 
mopping out of the peritoneal cavity was done instead 
of copious lavage. Except for the insertion of a 
drain down to a local septic focus or to the vicinity 
of a dubious suture line in the colon, the laparotomy 
wound was closed completely without drainage 
after careful cleansing of the abdominal cavity. 
The author states that these remarks on drainage 
apply only to the cases under consideration and not 
to certain aspects of abdominal surgery in civil 
practice. 

Purgatives were avoided unless distention appear- 
ed. If then there was sufficient cause for distress, 
a turpentine enema was given and repeated if 
necessary. This was followed on the fourth or 
fifth day by castor oil supplemented sometimes by 
pituitrin given intramuscularly. Vomiting was 
treated by lavage. Rectal saline was given as a 
routine. Bell is convinced that generous doses of 
morphine, at least before the operation, did much 
more good than harm. In one case 6'; ft. of gut 
were resected. It was a striking fact that in cases 
requiring extensive resection there was little more 
shock from the operation per se than in those in 
which a short length of gut was removed. 

Lateral anastomosis was occasionally employed 
as when an extensive resection leaving two grossly 
unequal ends of bowel was necessary, when con- 
siderable peritonitis was present and the upper 
reaches of the gut showed marked distention and 
seemed apt to become paralyzed, and when a resec- 
tion of considerabe extent was done in the lower 
ileum. The mortality of gunshot wounds of the 
small intestine subjected to operation and requiring 
resection will be about 50 per cent. In uncom- 
plicated cases it may fall, under very favorable 
circumstances, to 25 per cent. Hamorrhage is the 
most important factor causing a heavy primary 
mortality. Blood transfusion is of the greatest 
value as a life saving measure in desperate cases. 

FREDERICK CHRISTOPHER. M.D. 


Bode: Stenosis of the Duodenum Resulting from 
the Formation of Periduodenal Adhesions 
(Duodenalstenosen infolge periduodenitischer Ad- 
haesionsbildungen). Beitr. s. klin. Chir., 1921, cxxii, 
623. 


There are two types of duodenal stenosis. (1) 
those which are the result of scar-tissue contraction 
and spasm due to ulcer, and (2) those which, with- 
out any organic involvement of the wall of the 
intestine, are caused by periduodenal adhesions of 
duodena! or other origin. The latter type are not at 
all rare. 

The upper peritoneal portion of the duodenum 
is movable and follows the movements of the 
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stomach in its varying degrees of filling. Adhesions 
which hinder this movability call forth pathologic 
phenomena such as pain accompanying the changes 
in the filling of the stomach. 

Adhesions to the lower surface of the liver and 
where it lies over the psoas muscle cause in the 
X-ray picture a distinct abnormal filling of the 
duodenal bulb when there is pyloric insufficiency. 
The resulting stasis of the acid stomach contents in 
the first portion of the duodenum may lead to 
secondary ulcer formation in this region. 

Besides adhesions of the duodenum to the under 
surface of the liver just back of the pylorus there 
may be adhesions between the transition area from 
the upper to the lower portions of the duodenum 
and the gall-bladder, bile passages, or colon, which 
cause an hourglass-shaped double stenosis with the 
formation of a false diverticulum. If the lower 
parts of the gall-bladder and the cystic duct are 
involved in the adhesions, symptoms resembling 
those of cholelithiasis may be added to those of the 
duodenal stenosis. The subjective symptoms con- 
sist of pain following the ingestion of food and last- 
ing unti! the stomach is empty. Hunger pain is 
absent. Examination revealed painon presssure. The 
emptying of the stomach is delayed in the presence 
of normal motility. The gastric secretion findings 
vary; often acidity is lowered. The stimulation of 
the secretion of gastric juice by the chyme is opposed 
by an inhibitory influence arising from the mucous 
membrane of the duodenum which is associated 
with the process of fat resorption. This influence 
becomes more pronounced in stasis of the duode- 
num, is less pronounced when foods poor in fats are 
ingested, and is absent when gastro-enterostomy, 
especially with exclusion of the pylorus, is done. 
This perhaps explains the tendency to the develop- 
ment of peptic ulcer following long-continued stasis 
of hydrochloric acid. 

The formation of such adhesions should be pre- 
vented, therefore, in all operations in this region. 
After surgical loosening of adhesions their formation 
anew must be prevented by careful peritonization. 
Gastro-enterostomy is not justified. | HELLER (Z). 


Lewis, R. M.: Cancer of the Ampulla of Vater. 
Surg., Gynec. & Obst., 1921, xxxii, 543. 


The return of a patient to the clinic for observation 
eight and a half years after successful radical ex- 
tirpation of a cancer of the ampulla by Kelly and 
Burnam prompted the author to review the litera- 
ture on the subject. 

Not many such cases have been reported. There 
are records of only 16 in which radical resection was 
done and in only 3 reports was it definitely stated 
that the patient was well over a year after the 
operation. It is remarked that on account of the 
peculiar site of these growths the diagnosis of a con- 
dition calling for operation can be, and is, made 
earlier than in cases of any form of internal cancer. 
They give rise to symptoms very early and metas- 
tasize late. 
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Most of the primary tumors of the ampulla appear 
to be adenocarcinomata. They may originate from 
the common bile duct, the duodenum, or either of 
the pancreatic ducts. 

A positive diagnosis is rarely made in cases of 
cancer of the ampulla before the abdomen is open. 
The cardinal symptoms are, first, icterus; second, 
chronic constipation; and third, distention of the 
gall-bladder. Pain is frequently felt in the region of 
the gall-bladder. Fever‘and colic are rarely present. 

With respect to operative measures the author 
states that the best and simplest palliative procedure 
is a cholecystenterostomy with or without a gastro- 
enterostomy. The best type of radical operation for 
a particular case depends on the extent of the disease 
and the patient’s condition. If the patient is pro- 
foundly jaundiced and too ill to stand resection, it is 
the part of wisdom to do a preliminary cholecyst- 
jejunostomy, delaying resection of the tumor until a 
later and safer time. When the case is favorable and 
early, transduodenal approach and excision are the 
most satisfactory. This was the method employed 
in the case reported. 

This case at operation showed a distended gall- 
bladder. There were no stones in the gall-bladder or 
the cystic or common ducts. The stomach and 
duodenum were normal. The common duct was 
dilated. On examination of its distal end a hard 
nodule the size of a bean was discovered through the 
duodenum at the site of the ampulla. The duct was 
opened and explored but no stone was found. The 
duodenum was opened by an incision opposite the 
mass, and an incision was made about the nodule in 
the posterior duodenal wall. The nodule and bile 
duct were pulled forward into the gut and divided 
well above the growth. The common duct was then 
fixed to the wallof the duodenum with catgut sutures. 
The opening first made in the duodenum was closed 
and finally the gall-bladder was drained. A cigarette 
drain was put down also to the closed incision in the 
common bile duct. 

During the eight weeks following the operation 
the patient made an uneventful recovery. The 
microscopic examination showed a typical adeno- 
carcinoma of the ampulla of Vater. 

G. HAVEN Mankin, M.D. 


Levy, E.: Congenital Atresia of the Ileum (Kongeni- 
tale Atresie des Ileum). Zentralbl. f. Gynaek., 1921, 
xlv, 707. 

A laparotomy was performed on an infant three 
days old because of constant vomiting of. greenish- 
colored fluid and the absence of meconium which 
suggested obstruction of the bowel at the juncture 
of the median and distal thirds of the ileum. Atresia 
of the small intestine was found. Above the area 
of atresia the intestine was hypertrophic for some 
distance, while below that point it was scarcely as 
thick as a lead pencil and with its mesentery was 
atrophic and pale. 

An entero-anastomosis was effected. The child 
died fifteen hours later. As subsequent examination 
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revealed hardened, dried meconium in the large 
intestine, the author concludes that the atresia re- 
sulted from stenosis caused by the obliterated 
omphalomesenteric duct. Smon (Z). 


Brun: TIleoczcal Tuberculosis; Ileotransverse 
Side-to-Side Anastomosis; Intestinal Stasis 
Above and Below the Anastomosis; Ileocolect- 
omy and End-to-End Ileotransverse Suture; 
Recovery (Tuberculose iléo-caecale; anastomose 
iléo-transverse latéro-latérale; stase intestinale en 
amont et en aval de l’anastomose; iléocolectomie et 
suture iléotransverse termino-terminale; guérison). 
Bull. et mém. Soc. de chir. de Par., 1921, xlvii, 793. 


In the case of a man 33 years of age an ileo- 
transversostomy was performed for a cecal tumor. 
As intestinal pain recurred after seven or eight 
months he was again operated upon. In the second 
operation an enormous intestinal stricture was 
found in the region of the side-to-side ileotransverse 
anastomosis which had been formed at the first 
operation. Above the anastomosis for about 75 
cm. the small intestine was dilated, while below 
it there was extensive dilatation as far as the ileo- 
cecal valve. The cecum showed typical hyper- 
trophic tuberculosis. 

Brun sectioned the small intestine at 75 cm. 
from the anastomosis, cutting transversely above 
it. He then removed the dilated intestine, the 
ileocolic anastomoses, and the entire right colon 
and re-established the continuity of the intestinal 
tract by an end-to-end transverse ileocolostomy on 
the left side. The patient made a perfect recovery. 

Ileocolic side-to-side anastomosis is a poor opera- 
tion as it exposes the patient to colic reflux and thus 
to ileal stasis. End-to-side ileocolic anastomosis, 
i.e., the unilateral exclusion of the atresic segment 
of the colon, is preferable but also favors colic reflux. 
Even if the anastomosis is made close to the ileo- 
colic valve the neostomy is exposed to invasion by 
the progressive lesions in the colon. Under all circum- 
stances the best procedure is transverse end-to-end 
ileocolostomy with section of the small intestine 
close to the valve and the insertion of the end of 
the ileum as near as possible to the lower limit of the 
colic stenosis. W. A. BRENNAN. 


Stone, H. B.: The Toxic Agents Developed in the 


Course of Acute Intestinal Obstruction and 
Their Action. Surg., Gynec. & Obst., 1921, xxxii, 

The author reviews the various theories evolved 
to explain why acute intestinal obstruction is such 
a highly dangerous and often fatal condition. He 
refers to the experiments of Whipple, Bernheim, 
and Stone in which it was found that in dogs with 
obstructed loops of bowel death was caused directly 
by intoxication and was not dependent upon ner- 
vous disturbances, circulatory obstruction, or desic- 
cation. When the toxic material found in obstructed 
loops was injected with proper technique into nor- 
mal dogs, it caused death with the symptoms noted 
when the bowel itself was ohstructed. On the other 
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hand, when it was introduced into the normal unob- 
structed bowel it was apparently not absorbed. 

Various explanations of what happens in obstruc- 
tion of the bowel to cause absorption have been 
advanced, but none has been generally accepted. 
The author suggests that absorption of the toxins 
does occur in the normal bowel but that the first of 
this material produces the effect noted following 
experimental injection of the toxins, namely, in- 
creased tone and peristalsis of the gastso-intestinal 
musculature. In the normal open gut this increased 
peristalsis hurries the bulk of the toxic material 
along so that not enough of it is absorbed to cause 
serious symptoms. In the obstructed gut, vomiting 
and increased peristalsis result from the same cause, 
but the mass of the toxin is not thereby removed. 
Instead, stasis of the bowel leads to the formation 
of more and more toxin and an increasingly greater 
amount is absorbed until symptomatic and finally 
lethal effects result. The article is summarized as 
follows: 

The following facts concerning acute intestinal 
obstruction may be stated as generally believed: 
(1) the cause of death in acute intestinal obstruction 
is a form of chemical intoxication; (2) the toxic 
chemicals are developed in the process of protein 
disintegration; (3) the effect of these toxic chemicals 
is a fall in the blood pressure, temperature disturb- 
ances, vomiting, diarrhoea, disturbances of kidney 
excretion, high non-protein blood nitrogen, delayed 
coagulation time of the blood, profound conges- 
tion of the duodenal! and jejuna! mucosa, collapse, 
and death. The following points are in dispute: 
(1) the precise chemical nature of the chief toxic 
factors; (2) the precise cause of the protein disin- 
tegration which results in toxin production; (3) the 
precise mechanism of absorption. 

The clinical surgeon may derive from all of this 
experimental investigation the following practical 
suggestions: (1) a confirmation and scientific reason 
for the belief previously held that prompt relief of 
the obstruction and evacuation of the contents of 
the obstructed bowel are essential; (2) the use of the 
non-protein nitrogen content of the blood as a pre- 
operative guide to the degree of intoxication and a 
postoperative guide to the prognosis; and (3) the 
postoperative use of all measures which combat 
severe chemical poisoning, viz., the introduction 
of fluid into the system, the use of heat, washing of 
the stomach and lower bowel, and possibly an en- 
terostomy opening. FrepERICK CHRISTOPHER, M.D. 


Brunner, F.: The Indications for Enterostomy 
and Its Technique (Ueber Indikation und 
Technik der Enterostomie). Schweiz. med. Wchnschr., 
1921, li, 426. 

Occasionally enterostomy may be beneficial in 
severe conditions resembling ileus, but only when 
there is some local obstruction to peristalsis. In 
diffuse peritonitis it is useless. 

In 10 cured cases a local obstruction was found 
but there was no peritonitis. In 7 of these cases 
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an appendectomy had been performed. As a result 
of the enterostomy the bowel collapsed, the valve- 
like obstruction was opened, and the intestine again 
became patent. Of the 24 fatal cases there were 
13 with diffuse peritonitis. 

Since peritonitis cannot always be excluded clinic- 
ally, an operation should be performed even in 
doubtful cases. A second laparotomy, which is 
indicated in true ileus, is often too dangerous for 
the weakened patient: moreover, it is contra- 
indicated when a collection of pus still remains in 
the abdomen (appendicitis). 

Enterostomy should not be too long delayed. The 
formation of a Witzel fistula is an unnecessary 
complication and because of the possibility of 
obstruction of the tube is not a good method. Asa 
rule the enterostomy closes spontaneously in about 
fifteen days. The technique is as follows: 

In cases of generalized tympanitis a longitudinal 
incision is made under local anesthesia through the 
rectus muscle on the left side below the umbilicus 
and the peritoneum is opened for a distance of 
about 2 or 3 cm. When the distention is localized, 
the opening is made in this area, but when possible, 
through a layer of muscle. The distended intestine 
is sutured, water-tight, to the peritoneum and at 
once opened for a distance of 8 to 10 cm., a short 
drainage tube being inserted. 

In several operations performed one year later 
it was found that the bowel had spontaneously 
loosened itself from the abdominal wall. When the 
fistula persists its operative closure offers no diffi- 
culties. ScuuBEktT (Z). 


Jonas, A. F.: Undescended Czecum and Vermiform 
Appendix: Report of Cases. J. Am. M. Ass.. 1921, 
Ixxvi, 1821. 

The author reports in detail two cases of suppura- 
tive appendicitis with an unusual location of the 
appendix. In early intra-uterine life the caecum 
is placed immediately below the liver and at about 
the sixth month it begins to descend into the right 
iliac fossa. In the two cases reported it would seem 
that the cecum failed to descend from its site 
beneath the liver and hence the abnormally mis- 
placed appendix. Of course the appendix may be 
found in any part of the abdomen but as a rule 
these cases are associated with a mobile caecum and 
are not true cases of undescended vermiform ap- 
pendix. A very interesting phenomenon in the cases 
reported was the discovery of a point of tenderness 
in the right iliac fossa. Pottenger tells us that ‘“‘no 
matter where the appendix lies, whether it be in the 
left side of the body or in the right side, or whether 
it be high or low in the abdomen, the natural place 
for the pain is in the right lower quadrant.”’ 

The first case reported was that of a corpulent 
woman, aged 45, who had suffered from severe pain 
in the right abdomen for three days. Attempts at 
catharsis and relief of pain failed. She complained 
constantly of pain which she located chiefly in 
the right hypochondrium. Her knees were drawn 
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up, her breathing was shallow, her pulse rapid (130), 
and her temperature 103° F. The abdominal muscles 
on the right side were rigid and tender, especially 
near the costal margin. The symptoms seemed to 
point to a gall-bladder or duodenal lesion or an 
acute angulation. Surgical interfesence was objected 
to and the patient died two days later. At autopsy 
no cecum was found in the right iliac fossa and as 
search proceeded upward extensive adhesions were 
encountered especially in the right hypochondrium; 
when these were broken through, a large feetid 
abscess was found. The cavity extended high up 
under the liver. On its inner side was the duodenum. 
Its base was composed of the cecum and omentum. 
The gangrenous appendix lay in the cavity itself. 
The second case was that of a farmer, aged 40, 
who had had pain in the right side of the abdomen 
for one week. This pain was preceded by vomiting 
and at first was restricted to the peri-umbilical 
region. Later it became localized in the right side 
and extended upward to the costal margin. The 
picture was that of an acute surgical abdomen with 
intense pain and tenderness in the right hypochon- 
drium. At operation a high right rectus incision led 
into a large abscess containing foctid pus. Ex- 
ploration brought to view a rather long, perforated 
appendix. This was removed. The cecum, which 
then came into view, seemed to form the lower wall 
of the abscess. Louis M.D. 


Bosch-Arana, G.: Encysted Appendicular Pelvic 
Abscess and Its Treatment by the Rectal 
Route by a Specially Designed Twin Drain 
El absceso pélvico enquistado apendicular y= su 
tratamiento por via rectal con dren gemeler modelo 
original). Semana méd., 1921, Xxviii, 560. 


Encysted primary closed pelvic abscess of appen- 
dicular origin is rare. Its formation depends upon 
close relationship of the appendix to Douglas’ sac or a 
lymphangitis of appendicular origin. The symptoms 
suggest renal colic or acute colitis. The four cardinal 
symptoms are hypogastric pain, painful polakyuria, 
pains in the lumbar region, and intestinal colic with 
frequent desire to defecate. The most definite 
information, however, is derived from rectal palpa- 
tion and rectoscopy.. When such a pelvic process is 
diagnosed operation should be performed immediately 
as there is nothing to be gained by temporizing. 

Some surgeons approach a pelvic encysted abscess 
by the high route, either the perineal, the rectal, or 
the vaginal. Bosch-Arana believes the rectal 
route is much superior to the others despite the 
danger of re-infection of the rectal cavity from the 
abscess cavity. In his opinion the anatomical difii- 
culties of drainage render the high route dangerous 
because of the risk of generalized peritonitis which 
developed in certain cases operated on by this 
route and reported in the literature. In deep 
pelvic abscesses operation by the high route usually 
exposes the patient to grave risks. If a surgical 
complication develops in the pelvis consecutive to 
an iliac abscess drained by the high route we cannot 
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drain it by the same route and must do so by the 
lower route. Rectal drainage is of advantage also 
because it drains from the lowest point. 

In males the pre-rectal and rectal routes are 
usually chosen, the former being preferable because 
it is less septic. In the female the vaginal routes 
are practical, but Bosch-Arana believes that the 
rectal route is better than the pre-rectal or vaginal 
route as it does not necessitate much cutting into 
healthy tissue and there is less danger of infection 
and fistulization. The danger of secondary re- 
infection of the abscess focus consecutive to an 
operation to drain the focus through the rectal 
cavity has been disproved by the author’s experience 
as well as that of others. It has been found also that 
the abdominal pressure causes rapid evacuation of 
the abscess through this route. 

Only a small incision is made in the anterior wall 
of the rectum. This rectotomy is much simpler than 
other means of evacuating a deep pelvic abscess. 
The abscess is located by an exploratory puncture 
through the anterior rectal wall which is then incised 
horizontally to avoid section of the hemorrhoidal 
arteries which run on both sides of the rectum. 
Drainage is effected by special twin drainage tubes 
of rubber designed by the author which he calls 
respectively the ‘injector’? and the ‘“‘expeller.”’ 
The abscess cavity is drained through four orifices 
in the extremity of the injector. The expelling tube 
has several openings in its sides and one at its 
extremity. Antiseptic lavage of the cavity is effected 
through the terminal orifice of this tube. 

The tubes fulfill the double function of draining the 
abscess cavity and evacuating gases and faecal 
matter. When the purulent abscess cavity has been 
ilushed and cleaned the same arrangement of tubes 
permits lavage of the rectal cavity. For such lavage 
a forceps is placed on the lower end of the expelling 
tube. The antiseptic fluid, injected through the 
other tube, is forced out from the abscess cavity 
through the longitudinal holes in the expelling tube 
into the rectal cavity. The fluid is then drained by 
removing the forceps. 

The treatments, which are entirely painless, are 
repeated two or three times each day and the tubes 
are not disturbed for five days or a week. There is 
practically no operative mortality. One of Bosch- 
Arana’s patients left the hospital completely cured 
fourteen days after operation. The difference in the 
time of recovery following this method and that 
following the use of the abdominal route varies from 
twenty to thirty days. W. A. BRENNAN. 


Staffel, E.: Experiences with Parasacral Anesthesia 
Especially in Amputation and Resection of the 
Rectum (Erfahrungen mit der parasakralen An- 
aesthesie, besonders bei der Mastdarmamputation 
und-resektion). Zentralbl. f.Chir., 1921, xlviii, 729. 

Since 1912, parasacral anesthesia has been the 
method of choice in the Zwickau hospital for all 
perineal and vaginal operations. Extirpation of 
the uterus, operations for prolapse, vagino-in- 
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testinal plastic operations, urethrotomies, and 
operations for cancer of the rectum have been 
carried out with this method almost altogether. 
Moreover, it has been found of value for all bladder 
operations, even suprapubic prostatectomies, but in 
these procedures the abdominal incision also is 
infiltrated. In cases of hemorrhoids, fissures, and 
simple rectal fistula simple circuminfiltration gives 
equally good results. For the treatment of deep 
and multiple rectal fistule a general anesthetic is 
advisable as the parasacral infiltration would 
involve infected tissue. 

By the simple, familiar technique, the sacral 
foramina are filled with 1! per cent novocaine- 
adrenalin solution and the sacral plexus, together 
with the corresponding sympathetic nerves, is 
blocked. The tapping of the individual foramina 
with the needle is not necessary, the sensation of 
contact of the needle point with the bone being 
sufficient. The two lateral injections are made near 
the coccyx in order to avoid injuring the rectum. 
In operations upon the perineum and anus the plexus 
coccygeus must be blocked by circuminjection of 
the coccyx and the operative field injected sub- 
cutaneously. When a serious operation is to be per- 
formed the patient is prepared with morphine and 
scopolamine. 

In the nine years parasacral anesthesia has been 
used in 413 cases. In only 18 instances was total 
exclusion of the sacral plexus not obtained. No 
unfavorable by-effects or after-effects were noted. 

Parasacral anesthesia surpasses both epidural 
and lumbar anesthesia as to certainty of results and 
safety. It surpasses the former also in simplicity of 
technique, and the latter in duration of anesthetic 
effect. Of 65 cases of carcinoma of the rectum 
operated upon by the sacral route parasacral 
anesthesia was used in 56, general anesthesia in 8, 
and lumbar anesthesia in 1. Fifty-two of the opera- 
tions performed under parasacral anesthesia were 
amputations and 4 were sacral resections. In 2, the 
method failed; in 3, general anesthesia was neces- 
sary in the course of the operation; and in 51 the 
method was successful. In sacral resections the 
skin incision must be infiltrated in addition. Even 
when the rectum is separated as far as the sigmoid 
flexure and brought down, the patient seldom com- 
plains of pain. There have been no operative 
deaths. As in cases of gastric operations, the patient 
comes from the operating table in much better 
condition than he would if operated upon under 
general anesthesia. TOELKEN (Z). 


LIVER, GALL-BLADDER, PANCREAS, 
AND SPLEEN 


MacCarty, W. C., and Jackson, A.: The Relation 
of Hepatitis to Cholecystitis. Minnesota Med., 
1921, 1V, 377. 

In r910 MacCarty emphasized the close anatom- 
ical, physiological, and pathological relationship of 
disease conditions of the stomach, duodenum, gall- 
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bladder, liver, and pancreas, and described the 
physiology of the gastro-duodeno-hepatico-pan- 
creatic system. As the pathologic and clinical facts 
led to the conception of a possible pathologic re- 
lationship and sequence, a study was made of 
specimens removed from the liver in 58 cases of 
cholecystitis. 

A similar study was made in 1918 by Graham who 
reported in detail 8 of a series of 30 cases of acute 
cholecystitis and hepatitis. Eighty-seven per cent 
of his series of patients with cholecystitis had 
enlarged livers. 

Ninety per cent of the gall-bladders operated on 
at the Mayo Clinic are chronically inflamed; in a 
series of 4,824 gall-bladders, 4,430 (91.9 per cent) 
were chronically diseased. In a series of 58 cases 
studied in relation to hepatitis 81 per cent showed 
chronic inflammation. The liver was_ studied 
independently of the condition of the gall-bladder. 
The specimens represented portions of the liver 
near the gall-bladder and also portions some distance 
away from it. 

The nature of the inflammatory reaction in the 
liver is summarized by the statement that it consists 
of periductal lymphocytic infiltration and fibrosis, 
both processes sometimes extending between the 
columns of liver cells which are occasionally 
atrophic, vacuolated, or distorted. Extracellular 
and intracellular pigment is occasionally present, 
and small bile ducts are sometimes partially de- 
stroyed. The reaction in the liver varies in amount, 
the degree apparently bearing no direct relationship 
to the degree of reaction in the gall-bladder. Such a 
condition remaining in the liver after cholecystec- 
tomy or cholecystostomy might explain, at least in 
part, the fact that following these operations some 
patients continue to have trouble similar to their 
pre-operative attacks. 

In conclusion the authors state that chronic 
cholecystitis is very frequently, if not always, 
associated with chronic hepatitis. This fact suggests 
that the general obscure symptoms which frequently 
occur with cholecystitis may have their origin in 
chronic disturbances of hepatic function. 

A detailed report of the microscopic examination 
in the 58 cases studied is given. Ira Sisk, M.D. 


McMaster, P. D., and Rous, P.: The Biliary Ob-— 


struction Required to Produce Jaundice. J. 
Exper. M., 1921, xxxiii, 731. 


The authors state that in a recent paper on the 
same subject observations were reported proving that 
a part of the rabbit’s liver can function for the whole 
as regards bile elimination. A good instance in 
point was furnished by an experiment performed 
by them with another end in view. In a series of 
rabbits the ducts from three-fourths of the hepatic 
tissue and the portal branch to the remaining fourth 
were ligated so that the portal flow and also the bile 
formation in the mass with the obstructed ducts 
were increased. Under such circumstances the 
entire burden of bile elimination was laid on a quar- 
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ter of the parenchyma which was supplied with blood 
only by the hepatic artery, asource furnishing approx- 
imately two-fifths of the normal quantity. It was 
found that the rabbits remained unjaundiced and 
healthy. Recent observations indicate that the same 
experiment would yield a similar result in dogs. 

The authors’ state that in a search of the literature 
they were surprised to find no general recognition 
of the large margin of safety on the part of the liver 
in bile elimination. On the contrary, frequent 
categorical statements are made to the effect that, 
in man at least, jaundice is often caused by lesions 
affecting only a small part of the hepatic paren- 
chyma. However, the divergence of opinion on this 
subject is obviously the result, first, of a lack of 
experimental evidence regarding the essential point 
at issue—the ability of a part of the liver to act for 
the whole in bile elimination—and, second, of con- 
clusions drawn from clinical cases complicated by 
many factors. 

In the investigation reported in this article dogs 
and monkeys were used. Rabbits could not be 
employed because their bile pigment fails to react 
satisfactorily to the ordinary tests. From these ex- 
periments the following conclusions are drawn: 

The bile ducts from three-quarters of the liver 
substance in dogs and monkeys can be obstructed 
without causing any clinical evidence of pigment or 
cholate accumulation in the organism. In the dog 
nineteen-twentieths of the liver substance can be 
placed in stasis without the occurrence of tissue 
icterus such as regularly follows total obstruction 
in this animal. There is no reason to suppose that 
this will not be found true in the monkey as well. 
In every instance a local obstruction results sooner 
or later in atrophy of the affected tissue with com- 
pensatory hypertrophy elsewhere. Thus as time 
passes the derangement of function produced by the 
sudden stasis is progressively lessened. 

The plasma of the dog and the monkey, unlike 
that of man, is normally free from bilirubin, and 
this pigment so readily escapes from the blood into 
the urine that bilirubinuria is often to be found in 
the dog in the absence of bilirubinxmia, while the 
latter never occurs alone in either animal. It follows 
that in both species the renal threshold for bilirubin 
is much lower than in man, if indeed one can be 
said to exist at all. 

The amount of biliary obstruction necessary to 
produce jaundice in human beings is probably as 
great as in dogs and monkeys. The clinical jaundice 
associated with local liver lesions should be regarded 
as due to a general injury to the hepatic paren- 
chyma or ducts, or to blood destruction. 

GeorceE E. Betsy, M.D. 


Judd, E. S.: Surgery of the Gall-Bladder and 
Biliary Ducts. J. Kansas M. Soc., 1921, xxi, 185. 


A better knowledge is necessary regarding the 
etiology of cholecystitis as well as the relationship 
of the liver and pancreas. It is generally believed 
that infections in the excretory tract enter the 
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tissues of the gall-bladder and ducts by way of the 
blood stream and lymphatic vessels. Studies of the 
source and extent of these infections emphasize the 
importance of the lymphatics in this region as dis- 
tributors of the infection. Graham has shown that 
in all cases of cholecystitis there is an associated 
hepatitis. Deaver and others report that certain 
cases of cholecystitis have an associated pancreatitis, 
and that the infection extends from the gall-bladder 
to the pancreas by way of the lymphatics. Mann, 
in the Mayo Clinic, has produced a specific cholecys- 
titis by means of chemicals introduced into the 
blood stream. He showed that the solution gained 
entrance to the tissues of the gall-bladder through 
the blood stream, and that the reaction does not 
extend beyond the gall-bladder and cystic ducts. 

Cholecystitis, considered clinically, is of several 
different types. Type 1 is characterized by a typical 
hepatic colic; pain which is sudden in onset and 
usually severe enough to require morphine occurs 
in the epigastrium, radiates through to the back and 
right shoulder, and is followed by residual soreness in 
the region of the gall-bladder. Type 2 is the so- 
called intermittent hepatic colic. Type 3 is an 
infection retained in the gall-bladder over a long 
period of time, such as commonly occurs after 
typhoid. Such quiescent infections may become 
active at intervals and cause local symptoms. Type 
4 is disease of the gall-bladder associated with 
migraine. In a number of such cases the migraine 
was permanently relieved by operation. Type 5 is 
disease of the gall-bladder associated with changes 
in the cardiovascular system. It is sometimes diffi- 
cult to distinguish between a gall-bladder attack and 
an attack due to cardiovascular disease with 
abdominal symptoms. 

Several problems are to be considered in the 
treatment of diseases of the gall-bladder and 
biliary duct. Most cases of cholecystitis and 
cholangitis are surgical. In chronic cases operation 
may be performed at any convenient time. In cases 
of cholecystitis without jaundice which are seen 
during an attack it is usually best to wait until the 
attack has subsided. If a severe degree of pan- 
creatitis is suspected, the advisability of operation 
is questionable. 

The operation in cases of pancreatitis and fat 
necrosis must be performed with the least possible 
amount of trauma. One of the most serious problems 
in these complicated cases is the presence of jaundice. 
Operation during the'time the patient is jaundiced 
should be avoided if possible. One of the greatest 
dangers is hemorrhage. If it is necessary to operate 
during the presence of deep jaundice much benefit 
will be derived from blood transfusion before and 
after operation in conjunction with the intravenous 
administration of calcium. In many cases after 
operation the flow of bile following transfusion is 
sustained. 

The question as to whether the gall-bladder should 
be drained or removed in cases of cholecystitis seems 
to settle itself. It will still be necessary to drain some 
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of the more severely infected gall-gladders, however, 
and to remove them later if this seems best. One of 
the greatest advances in the technique of cholecys- 
tectomy is the proof, as first reported by Willis, that 
it is safe to close the abdomen without drainage in 
the clean cases. The author believes that drainage 
is absolutely unnecessary in the majority of cases of 
cholecystectomy. In cases of choledochotomy it is 
better to provide the liver and duct with free 
drainage by inserting a small tube in the duct and 
suturing the opening around it accurately. 
N. H. Copennaver, M.D. 


Horgan, E. J.: Accessory Pancreatic Tissue: Re- 
port of Two Cases. Arch. Surg., 1921, ii, 521. 


Eighty-one cases of accessory pancreatic tissue 
in man have been reported in the literature. In a 
series of 321 consecutive autopsies at the Mayo 
Clinic, in 314 of which the entire length of the intes- 
tine was opened, accessory pancreases were found 
in 2 (0.6 per cent). In one case the aberrant tissue 
was in the stomach; in the other, in the duodenum. 
In another instance pancreatic tissue was found at 
operation in the jejunum 3 in. from the ligament of 
Treitz and it was necessary to go below it to per- 
form a gastro-enterostomy. 

Oppel believes the pancreas is found in every spe- 
cies of vertebrate. In man it develops from buds of 
the duodenum as two anlages. In different animals 
the number varies. The dorsal anlage begins as an 
outpouching of the duodenum, and the ventral 
anlage as a grooved bud arising from the common 
bile duct at its origin with the duodenum. The 
growth of the former is more rapid than that of the 
latter. As the anlages grow, they rotate around the 
inner aspect of the duodenum and meet posteriorly 
where coalescence takes place and development 
continues in one mass in the dorsal mesentery. The 
body and the tail grow upward and to the left so 
that they lie in the dorsal mesogastrium posterior 
to the stomach. As the stomach and dorsal meso- 
gastrium change position the pancreas moves within 
the latter until its position is transverse, when it 
becomes fixed to the parietal peritoneum of the 
posterior abdominal wall. 

The primitive outpouchings are lined with col- 
umnar epithelium which develops branching ducts. 
The main duct of the dorsal pancreas empties into 
the duodenum while that of the ventra! pancreas 
anastomoses with it. Thus the duct of Wirsung 
arises from the main duct of the ventral pancreas 
and the distal half of the duct of the dorsal pan- 
creas, while the duct of Santorini comes from the 
proximal duct of the dorsal pancreas. 

At the end of the branches of the main duct the 
tubules have an enlarged bud which develops into 
acini, and the islet cells then appear in the con- 
nective tissue along the same ducts. The connective 
tissue is derived from the mesodermal tissue of the 
dorsal mesentery. 

From the surgical standpoint it is logical to 
assume that the abnormal position of aberrant pan- 
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creatic tissue predisposes to inflammation and 
malignancy. It is possible that carcinoma of the 
duodenum, which is observed occasionally, originates 
in accessory pancreatic tissue. Following inflam- 
mation this type of tissue has been found to be the 
cause of intussusception and also of diverticula of 
the duodenum. Extension of the inflammatory 
process has produced bands and loopholes which 
later caused obstruction and strangulation. 

There is no accepted theory as to the cause of 
accessory pancreatic tissue. Zenker believes it due 
to an anomalous formation of an additional divert:- 
culum of the duodenum, while Glinski attributes it 
to failure of one of the primitive anlages to coalesce 
with those of the main pancreas. These theories 
cannot be accepted, however, as the aberrant 
masses are small and not confined to the duodenum, 
having been found in the stomach, duodenum, jeju- 
num, ileum, spleen, omentum, etc. The author 
believes that they are due to branching buds which 
come in contact with, and are then engrafted to, 
the various viscera in the process of their develop- 
ment. The size to which accessory pancreatic tissue 
grows depends upon the normal capacity of the bud 
engrafted in the abnormal situation to develop and 
upon its new environment. 

Merte R. Hoon, M.D. 


Hauke, H.: Traumatic Rupture of the Spleen and 
Its Treatment by Splenectomy (Beitrag zum 
Kapitel der traumatischen Milzruptur und deren 
Behandlung durch Splenektomie). Beitr. s. klin. 
Chir., 1921, xxii, 389. 


From the many articles on traumatic rupture of 
the spleen it might be supposed that all questions 
pertaining to it had been fully settled. Recent 
work, however, has shown that there is no unanim- 
ity of opinion as to the clinical picture of rupture of 
the spleen or the composition of the blood after 
splenectomy. 

The spleen which has undergone pathologic 
changes is very easily ruptured because of its 
increased size or because of its changed consistency. 
In the literature are reported the cases of apparently 
normal persons who suffered traumatic rupture of 
the spleen and on its removal the spleen was found 
to be increased in size and changed in structure. 

The author reports an unusual case which he 
observed. In a fall from a height of 5 meters the 
patient ruptured his spleen and injured his left 
kidney. The injury of the kidney showed that the 
trauma was sufficient to rupture a normal spleen. 
The spleen showed several fissures passing through 
the entire parenchyma and converging toward the 
hilus. This is a frequent type of injury which is 
due to hyperflexion. The spleen showed also an 
increase in weight and the fibroid enlargement 
which is characteristic of Banti’s disease. The 
splenic disease was first discovered at operation 
rendered necessary by the accident. 

As a rule injury of the spleen can be merely sus- 
pected as tears of the liver, the pancreas, and the 
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mesentery often present the same symptoms. The 
most definite diagnosis possible is that of injury of 
internal organs. Such a diagnosis, however, is 
sufficient to justify operation. Finsterer says that 
injury of the liver is followed by bradycardia, and 
injury of the spleen by increased frequency of the 
pulse. In Hauke’s cases, however, the quality and 
frequency of the pulse were not materially changed. 

The general signs of internal abdominal injury, 
pallor of the skin and rapid pulse, are not as a rule 
well marked at the time when operation must be 
performed if the best results are to be obtained. 
Michelson states that in 12 per cent of the cases of 
rupture of the spleen there are also slight injuries 
of the left kidney which are manifested by hema- 
turia and heal without surgical interference. In 
many cases, therefore, a slight hematuria may help 
to confirm the diagnosis of splenic injury. 

It is better to operate once too often than once 
too late. Oser of Ejiselberg’s clinic recommends 
puncture of the abdomen for diagnostic purposes, 
but this is dangerous and too inaccurate as a rou- 
tine procedure. Exploratory laparotomy gives much 
more accurate information and is not injurious in 
cases in which there is a doubt as to the diagnosis. 

The best incision is the median incision for in 
cases of internal hemorrhage any organ may be 
involved. If necessary, a transverse incision may be 
added. If there are tears extending deep into the 
parenchyma the spleen should be removed, care 
being taken not to injure the pancreas as the pan- 
creaticosplenic ligament is often very short. No 
harm has ever resulted from removal of the spleen 
In superficial tears of the capsule the spleen should 
be tamponed as suture is always uncertain on ac- 
count of the friability of the tissue. 

Following splenectomy other organs assume the 
functions of the spleen. Collections of lymphoid 
cells are found in the liver, and splenoid nodules 
in the abdominal cavity. As the spleen contains 
free iron, there is increased iron excretion after 
splenectomy. The changes in the blood picture are 
the most marked feature, but these may disappear 
completely in the course of months or years. They 
are due to the loss of the spleen and the loss of 
blood due to the injury. 

The loss of blood causes a fall in the hemoglobin 
content, a decrease which may equal 60 per cent. 
The average time required for the hemoglobin to 
return to normal is two months. Probably the 
increased iron excretion also has something to do 
with this. Another result of the loss of blood is a 
decrease in the red blood corpuscles. but the number 
soon rises to normal. In the first few days normo- 
blasts are found. The author did not discover poly- 
nuclear erythrocytes. There is also a marked leu- 
cocytosis which disappears in time. 

In all of his cases the author collected the blood 
from the abdominal cavity, mixed it with 0.5 per 
cent sodium citrate solution, and re-injected it 
intravenously. He believes that in this way he 
saved many lives. Ganct (Z). 
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Lombard, P.: A Method of Splenectomy: Sub- 
capsular Splenectomy (Note sur un procédé de 
splénectomie; la splénectomie sous-capsulaire). Bull. 
et mém. Soc. de chir. de Par., 1921, xlvii, 826. 


While splenectomy is easy when the spleen is 
mobile and has a long mesentery, it may be very 
difficult when the spleen is fixed to the neighboring 
organs by old, solid adhesions. Section of such ad- 
hesions occasionally results in fatal hemorrhage and 
in some cases calls for long manipulations which 
produce shock. 

In difficult cases Lombard decorticates the spleen. 
The plane of cleavage lies beneath the adhesions 
and between the thickened capsule and the splenic 
tissue proper. By incising this capsule and inserting 
the fingers beneath it the spleen may be rapidly 
decorticated and freed. Previous ligation or com- 
pression of the pedicle between clamps allows easy 
completion of the operation. 

A case is reported in which Lombard removed a 
hypertrophied spleen by the method described. 
The organ was sclerotic and adherent close to the 
diaphragm and the posterior abdominal wall. The 
adhesions created a union which no effort could 
break. The spleen was easily decorticated after 
clamping and sectioning of the pedicle, and there 
was no hemorrhage. Lombard has not been able 
to find this subcapsular or subserous decortication 
of the spleen described previously. 

W. A. BRENNAN. 


MISCELLANEOUS 


Smital, W.: Stab Wounds and Gunshot Wounds 
of the Abdomen (Ueber Stitch- und Schussver- 
letzungen des Bauches). Wien. med. Wehnschr.. 
1920, Ixx, 653, 1257. 1305, 1442, 1501, 1547, 1601. 

The author reports 56 cases of stab wounds and 
gunshot wounds of the abdomen which were ob- 
served in the Hochenegg Clinic in Vienna in the past 
ten years. They were all peace-time injuries and 
almost without exception were inflicted at close 
quarters. A large proportion of the gunshot wounds 
showed a wound of entry only and most of them 
were revolver wounds. Severe lacerations of inter- 
nal organs such as are observed in war wounds were 
not found. The stab wounds were due to smaller 
instruments than those causing war wounds. The 
treatment of peace-time wounds, therefore, is a much 
more limited field than that of war wounds. The 
data of the cases reviewed are tabulated below: 
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The diagnosis of penetrating wounds is of great 
importance. It may be made easily if the abdominal 
contents protrude from the wound or the contents 
of the intestines or bladder issue from the wound. 
In other cases it is difficult, if not impossible. A 
clue may be given by the direction of the wounds of 
entrance and exit in cases of through-and*hrough 
wounds, and by a hematoma in cases in which the 
bullet is retained. According to Hagen, shock may 
be entirely absent in intra-abdominal wounds. An 
anemia following closely upon the injury, however, 
is of diagnostic value. 

According to Laewen, the presence of abdominal 
rigidity is not: of itself a very certain diagnostic 
sign of a penetrating wound of the abdomen. Gen- 
eralized tenderness on pressure a few hours after 
the injury indicates peritoneal irritation but is not 
a symptom which should be awaited. Of signifi- 
cance as to the nature of the abdominal wound 
is the percussion note. Dullness shifting with change 
of posture (Albrecht), absence of liver dullness in 
large wounds of the intestine (Albrecht and Laewen), 
circumscribed tympanitic zones (Hassler), and hiss- 
ing intestinal sounds are symptoms of penetrating 
wounds. 

Hochenegg, Albrecht, and Riedel placed emphasis 
on the importance of the pulse. A small frequent 
pulse is often noted. Nausea, vomiting, and hic- 
cough are symptoms of peritoneal irritation, but not 
necessarily of penetration. Of greater significance 
is Lenk’s X-ray procedure to determine the collec- 
tion of gas in the abdominal cavity. In general it 
may be concluded that a positive diagnosis of a 
penetrating wound is not always possible in the 
period immediately following the injury. The author 
discusses also retroperitoneal and intraperitoneal 
injuries. 

Immediate and careful transport of the patient 
should follow the application of a compression 
bandage. According to Hochenegg, every wound 
of the abdominal wall should be widened as early 
as possible in order that it may be determined 
whether the peritoneum is involved. If this proves 
to be the case, a laparotomy is indicated. 

The definitely positive indications for operative 
treatment are: (1) extrusion of abdominal con- 
tents (omentum, gut, stomach, the parenchymatous 
organs); (2) escape of gastro-intestinal contents or 
urine from the external wounds; (3) severe anamia 
associated with an increasing zone of percussion 
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X-ray demonstration of the escape of gas into the 
peritoneal cavity. 

The relatively positive operative indications are: 
(1) peritoneal irritation phenomena (nausea, vomit- 
ing, abdominal rigidity, tenderness on pressure, dé- 

. fense musculaire, small rapid pulse, dullness in the 
flanks, absence of liver dullness, voluntary kyphosis, 
increased peristalsis, costal breathing); (2) the 
direction of the path of the projectile through the 
body as suggested by the relative positions of the 
wounds of inlet and outlet or of the wound of inlet 
and the point, if determinable, where the projectile 
is lodged. 
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Negative indications as regards operation arc: 
(1) open, non-penetrating wounds; (2) a general 
condition indicating inevitable death. 

In conclusion the author advocates active treat- 
ment and describes the technique of operation. 
Ether is the anesthetic of choice. The diagnosis 
of wounds of the individual internal organs is dis- 
cussed. The greatest danger in gunshot wounds of 
the abdomen is hemorrhage. Wounds of the gastro- 
intestinal tract have the poorest prognosis, the 
mortality being 28.5 per cent. When there is asso- 
ciated involvement of the diaphragm the prognosis 
is still more unfavorable. Grass (Z). 


SURGERY OF THE EXTREMITIES 


DISEASES OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Bancroft, F. W.: Acute Hzmatogenous Osteo- 
myelitis. Ann. Surg., 1921, xxiii, 681. 


In acute hematogenous osteomyelitis in children 
primary operation with removal of only sufficient 
cortex to allow adequate drainage and thorough 
postoperative treatment with Dakin’s solution will 
frequently preserve the remaining cortex which 
often is seemingly dead. Moreover, deformity may 
be prevented and the period of disability shortened. 
The recent war attracted attention to the problems 
of chronic and traumatic osteomyelitis but little has 
been written of the acute hematogenous variety 
occurring in children. 

Bone infection among children differs from that 
in adults as in the former the epiphysis is not yet 
united to the diaphysis and therefore the problems 
of therapy necessarily differ. The infection is 
believed by many to start in the metaphysis near 
the epiphysis. It may then spread throughout the 
medullary cavity or haversian canals to beneath 
the periosteum, or extend to the neighboring joint, 
being diverted by the epiphysis through the cortex, 
where it travels under the capsule, or by penetrating 
the epiphysis. 

Lexer shows very clearly that with the exception 
of the circumferential lamella, the diaphysis is 
supplied almost entirely through the nutrient artery, 
while the epiphysis and neighboring portion of the 
metaphysis receive an abundant blood supply from 
the numerous metaphyseal arteries. It is in the 
relatively avascular zone between the diaphysis and 
metaphysis that infection probably begins. 

In 1919 the author attempted to produce osteo- 
myelitis in dogs by introducing into drill holes in the 
cortex of the humerus croton oil contained in 
capillary tubes the ends of which were sealed with 
agar-agar. By this procedure the operative repair 
was allowed to progress before the croton oil was 
liberated from the capillary tubes. A chemical 
osteomyelitis was produced with the resultant 
formation of a sequestrum often 5 to 10 cm. in 
length. Subsequently the sequestrum gradually dis- 


appeared so that at the end of two months it was im- 
possible to detect its former outlines with the X-ray. 
The process is similar to that found in any bone 
transplant; gradual absorption and deposition of 
new bone occur throughout the haversian canals 
until all the dead bone has been replaced. The au- 
thor believes that a process similar to this may take 
place in similar conditions in the human being. 

Bancroft discusses eleven cases of acute osteo- 
myelitis in children on Pool’s service at the New 
York Hospital. Trauma was the most prominent 
etiological factor in the series. Six of the patients 
had received injuries from ten hours to two weeks 
before the onset of the acute process. Bancroft be- 
lieves that trauma and the presence of bacteria in 
the blood stream were the cause of the osteomyelitis, 
a fact which has been demonstrated in animal 
experimentation by Lexer and others. In three 
cases, however, no history of previous injury or 
infection was given. In one case a recent tonsillitis 
might be assumed to have been the etiological! 
factor. 

The tibia was involved in five cases, and in four of 
these the upper portion was affected. In four 
cases the condition was present in the femur in the 
region of the lower epiphysis, and in one, at the 
epiphysis of the ulna. Neighboring joints were 
definitely infected in four cases and metastatic joint 
involvement occurred in one. Three cases developed 
metastatic osteomyelitis in the long bones in addi- 
tion to the primary focus. All the patients showed 
signs of severe infection. No amputations were 
done. There was one death, that of a boy of 
17 who had osteomyelitis of the femur and died 
from sepsis and cardiac failure twenty-four hours 
after admission to the hospital. 

Following their dismissal from the hospital two 
of these patients were lost track of after two years. 
One of them had a small sinus when last heard from 
and the other was well. The other patients were 
followed from one to five years and are now well. 
Two who had joint involvement now have ankylosis, 
one in the knee and the other in the hip. 

The treatment of acute osteomyelitis in children 
may properly be divided into that of the acute 
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stage and that of the subacute stage. At the onset 
the relief of pus under pressure is the primary indi- 
cation for operation. Simmons of the Massachusetts 
General Hospital has suggested the drilling of 
numerous burr holes through the cortex into the 
medullary canal to effect preliminary drainage. The 
author believes that this is sufficient in certain 
cases but states that it is difficult to determine the 
extent of the process by this method and that when 
postoperative Carrel-Dakin treatment is given it is 
probably more conservative to remove more of the 
cortex in order to obtain adequate exposure and 
drainage. 

Joint infections showing the presence of the 
staphylococcus aureus are usually amenable to 
aspiration and irrigation. Bancroft believes that in 
one of the cases of the series reviewed in which the 
knee joint was drained it would have been better 
to aspirate. 

In the subacute stage it was formerly considered 
the best technique to remove the sequestrum when 
the involucrum was strong enough to maintain the 
shape of the limb, but in the author’s opinion the 
introduction of the Carrel-Dakin technique will 
give results very similar to those obtained in animal 
experimental work. In certain cases of his series a 
marked regeneration of bone was obtained where 
either the X-ray or the gross examination had shown 
definite necrosis. He reports in detail the progress 
of several cases demonstrating this fact and sum- 
marizes his conclusions as follows: 

Adequate drainage should be obtained with as 
little trauma as _ possible. 

When the patient is progressing favorably, bone 
which appears dead on X-ray or gross examination 
may frequently be saved to advantage to prevent 
deformity and hasten convalescence. 

The article has numerous illustrations. 

L. D. Prince, M.D. 


The Epicondylitis of Sporismen 
chirurg., 


Tavernier, L.: 
(L’epicondylite des sportsmen). 
1921, XVili, 257. 

Epicondylitis is ignored by the great majority of 
practitioners although it is a common affection and 
has been the subject of numerous articles during the 
past twenty-five years. It is characterized by very 
sharp pain in the vicinity of the epicondyle in the 
course of violent or prolonged exercise. There are 
no local objective signs. The lesion persists 
for several months and recurs on resumption of the 
exercise which caused it. It is observed especially 
in tennis players and fencers although violinists, 
fishermen, and many others who work with stretched 
arms also suffer from it. The pain is not spon- 
taneous but is produced by movements or direct 
pressure. The whole upper part of the arm is painful 
on pressure but more particularly the epicondyle 
and the external part of the articulation. The most 
tender spot is on the anterior surface of the epicon- 
dyle, a little below and about 1 cm. inside the 
apex of the apophysis. While other movements are 
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less painful, the least effort of direct extension is 
insupportable. 

Characteristic of the disease are its progressive 
evolution and extreme tenacity. When after some 
weeks of rest an almost complete cure is believed to 
have been effected the least resumption of exercise 
with the arm will immediately provoke pain. 

Various authors have suggested different anatom- 
ical origins of this lesion. Many think it an osteitis 
or an osteoperiostitis. The author, who has himself 
suffered from epicondylitis, describes the pain as 
being localized to the anterior surface of the epicon- 
dyle where the common tendon of the radial muscles 
and the extensors of the fingers is inserted, exactly 
at the union of the bone and the tendon fibers. He 
is of the opinion that small particles are broken off here 
and that a condition of persistent irritationis brought 
about which in time is manifested by an osteo- 
genetic reaction of the periosteum. He is aware, 
however, that such a theory does not fully account 
for the persistence of the condition. 

None of the usual methods will assuage the pain. 
In one case surgery was tried with a good result. 
The epicondyle, which appeared abnormally vas- 
cularized, was resected. The author believes that 
an incision beneath the epicondyle followed by a 
stroke of the rugine over the anterior surface of the 
apophysis and slight curettage, if necessary, would 
be beneficial in very rebellious cases. Ordinary 
cases must be treated by rest. W. A. BRENNAN. 


Cicconardi, G.: Tuberculosis of the Foot (La tuber- 
colosi del piede). Chir. d. organi di movimento, 
1921, V, 209. 

One hundred and forty-five cases of tuberculosis 
of the foot have been observed in the Rizzoli Ortho- 
pedic Institute, Bologna, in the course of the past 
twenty years. Seventy-eight of the patients were 
males and 67 females. The majority were between 
5 and 20 years of age. The right foot was involved 
in 78 cases; the left, in 67. A positive family his- 
tory of tuberculosis was given in 36 cases and a posi- 
tive personal history in 28. Thirty-eight patients 
had had an injury. 

In 64.8 per cent of the cases the lesion involved 
the tibiotarsal articulation. The tarsal joint alone 
was involved in 19.3 per cent. 

The anatomic-pathologic type was synovial in 
94, osseous in 16, and mixed in 35. The lesion was 
non-suppurative in 94, suppurative in 29, and fistu- 
lous in 22. Eight of the fistula developed after 
aspiration with a trocar 

One hundred and twelve of the patients were 
treated conservatively by immobilization, helio- 
therapy, etc. Of these, 11.6 per cent were cured, 
40.1 per cent were benefited, 25.9 per cent were not 
benefited, 19.6 per cent are still under treatment, 
o.8 per cent are worse, and 0.8 per cent are dead. 

Thirty-two cases were operated upon. Twenty- 
eight of the operations were conservative and 4 
were amputations. Of these patients, 42.4 per 
cent were cured, 16.1 per cent were benefited, 12.1 
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per cent became worse, and 1 died. All those 
treated by amputation recovered. 

Of the total number of patients, 56.4 per cent were 
cured or benefited, 16.5 per cent are still being 
treated, and 20 per cent were dismissed without 
result. W. A. BRENNAN. 


FRACTURES AND DISLOCATIONS 


Putti, V.: Encircling with Metallic Ribbon in the 
Operative Treatment of Fractures (Le cerclage 
au ruban dans le traitement sanglant des fractures). 
Lyon chirurg., 1921, xviii, 133. 


Putti first published his method of uniting frac- 
tures by metallic strips in December, 1914. Parham’s 
similar method was reported in the United States in 
March, 1914. Flat metal strips or ribbons were 
adopted because of the inconveniences due to the 
use of metallic wire twisted at the ends. The wire 
did not adhere sufficiently to the irregularities in the 
surface of the bone and could not be applied suffici- 
ently tight because of the risk of breaking the 
twisted ends. The metallic strip adheres to the 
surface of the bone and resists traction upon it much 
better than the wire. The use of a special knotting 
“fixator”? avoids the inconveniences arising from 
torsion of the ends of the metallic wire. The force 
can be graduated, the knotting is automatic, and the 
whole operation of encircling can be done without 
touching the field of operation with the hands. 

The ribbon used by Putti is a strip of bronze 
alloy 2 mm. wide and 250 mm. long. In one 
end is a slit through which the other end is 
passed to form the knot. The fixator is a screw 
arrangement which receives the free end of the 
ribbon, draws it through the slit as far as may be 
desired, and then knots it. The ribbon may be 
passed around the fractured bone over or beneath 
the periosteum. When the desired tension in the 
metallic strip is obtained the fixator is turned to 
form the knot and the end of the ribbon is cut. 

Generally two bands are placed on a fracture. In 
transverse fractures these ribbons may be used 
advantageously instead of screws to hold metallic 
plates in position. In such cases Putti uses steel 
plates covered with rubber in which are grooves to 
receive the ribbons and prevent their slipping. In 
open or infected war fractures encircling has been 
employed as a temporary method of fixing the 
fragments. The method may be used also to fix a 
bone graft; it obtains solidity of union difficult to 
secure by any other means. W. A. BRENNAN. 


Froelich, M.: The Correction of Antetorsion of 
the Upper End of the Femur in Congenital 
Dislocation of the Hip (L’antétorsion de l’extrém- 
ité supérieure du fémur dans la luxation congénitale 
de la hanche; sa correction). Rev. d’orthop., 1921, 
XXVIL, 213. 

When a human femur is laid on a table on its 
posterior surface the two condyles rest on the table 

The head and the neck, however, do not touch it 
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but look forward and inward. The axis of the two 
condyles and that of the head and neck do not lie 
in the same plane. This is due to the fact that the 
upper end of the femur is twisted in such a way as 
to lift the head and neck. The antetorsion is gen- 
erally about 15 degrees; in congenital dislocation of 
the hip it is often exaggerated to 60 or even 90 
degrees. To reduce the dislocation it is necessary to 
rotate the limb forcibly inward so that the knee 
looks inward, but when the limb is again placed in a 
normal position the head of the femur again comes 
out of the acetabulum. 

If the antetorsion is not very pronounced it can 
sometimes be corrected in the course of treatment 
but in other cases it has been found necessary to do 
an osteotomy on the midd!e or upper part of the 
femur, rotating the lower fragment outward and 
leaving the upper fragment in position. The author 
states that this operation can be avoided by a very 
simple procedure. When reduction has been ac- 
complished and the knee has been rotated inward 
for some months the plaster cast should be cut away 
at a point three finger-breadths above the knee. 
Then the femur should be broken against the lower 
edge of the cast. This is not difficult as the bones of 
children who have been immobilized in a cast for 
several months are very fragile. After the fractur- 
ing the knee should be rotated outward into its 
normal position and a new cast applied for another 
month. At the end of this time the supracondylar 
fracture will be completely healed. 

Extreme antetorsions necessitating osteotom: 
are rare. In 1,000 cases the author had only 1c 
(1 per cent). A. G. Morcan, M.D. 


Dujarier, C.: The Operative Technique of Screwing 
the Neck of the Femur in Recent Fractures 
(Technique opératoire du vissage du col fémoral 
dans les fractures récentes). Presse méd., Par., 
1921, XXiX, 421. 


A description is given with numerous illustrations 
of a specially constructed table provided with a 
screw holder to be used in screwing together the 
two fragments in fracture of the neck of the femur, 
the screw being run from the lower fragment across 
the line of fracture deep into the head of the femur. 

The author generally places the table in the X- 
ray room so that roentgenograms may be taken at 
various stages of the operation to show whether the 
screw is in proper position. The screws are from 7 to 
10 cm. long (generally 8 or 9 cm.), and have 
coarse threads throughout their entire length 
and a sharp point so that it is not necessary to 
bore the bone first. 

An incision is made 2 cm. below the great 
trochanter and the bone exposed after the fracture 
has been reduced by traction. The location of the 
head of the femur is marked on the skin and the 
screw passed into the middle of the external surface 
of the femur and directed toward this point. Delbet 
states that the screw will penetrate the head of the 
femur if it is inserted at a point midway between the 
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anterior and posterior borders of the femur and 
inclined at an angle of 12 degrees from the hori- 
zontal. The author has found this rule sufficiently 
accurate. For greater certainty, however, he takes 
a roentgen picture before screwing the bone, and 
another afterward to be sure that the position is 
correct. 

Dujarier has used the method in eighteen cases 
with excellent results. The pain is relieved at once. 
He believes that the patient should not walk for a 
month after the operation but states that active and 
passive movements may be practiced in bed from 
the day afterward. The results of the procedure 
described are much better than those following 
the classical treatment for fracture of the femoral 
neck. A. G. Morean, M.D. 


Whitman, R.: The Reconstruction Operation for 
Ununited Fracture of the Neck of the Femur. 
Surg., Gynec. & Obst., 1921, xxxii, 479. 


Lack of union in fractures is due, first, to mal- 
position of the fragments, and second, to poor nu- 
tritional conditions. 

Operation may often be avoided by placing the 
limb in full abduction at the time of injury. This 
accomplishes the same purpose as bone-pegging, 
and does it at the most effective time. 

Pain is a much more frequent symptom of non- 
union than is commonly believed. This may be due 
partially to a sympathetic arthritis and to grating of 
the fragments. 

When there is coxa vara, adduction takes place 
because of the loss of leverage of the abductor 
muscles, the trochanter being displaced upward. 
This is one of the main objections to the ordinary 
operations in which the head of the femur is removed 
and the neck or trochanter is placed in the acetabu- 
lum. Following such operations the attainment of 
good alignment and freedom of motion becomes a 
serious difficulty. The procedure presented by the 
author is as follows: ; 

An incision in the shape of a half U is made from 1 
in. posterior to the anterior superior spine, downward 
and backward, so that it crosses the femur horizontal- 
ly at 3 in. below the apex of the trochanter. The 
interval between the gluteus medius and the tensor 
vagine femoris is exposed, the capsule opened, and 
the head of the femur removed. 

The anterior margin of the gluteus minimus is 
exposed and the base of the trochanter chiselled 
loose at this point. The upper extremity of the femur 
is then smoothed and placed into the acetabulum 
in 25 degrees of abduction. 

The trochanter with the muscles attached is 
brought downward as far as it will go and attached 
to the outer surface of the shaft of the femur from 
which the cortex has been partly removed by means 
of a bone peg or with sutures through the bone. 
Closure is effected in layers. A long plaster splica is 
worn for about four weeks, when it is replaced with 
a short one and weight-bearing is encouraged to 
promote joint action. 


The author suggests that this operation might 
be used as a substitute for arthroplasty in cases of 
ankylosis. R. V. Funsten, M.D. 


Murphy, E. C., and Dorrance, G. M.: The Results 
of Treatment of Twenty Recent Cases of 
Intracapsular Fracture of the Femur by Ab- 
duction and Plaster Fixation. Ann. Surg., 
1921, Ixxiii, 752. 

In this series of 20 recent cases of intracapsular 
fracture of the femur treated by abduction and 
plaster fixation, the ages of the patients varied from 
37 to 80 years. Only 2 were males. 

Six patients had decubitus on admission and 
were ‘cured after the application of the cast. 

The X-ray report of these cases after removal of 
the cast showed that the youngest patients had 
osseous union. Sixteen had fibrous union and in 4 
cases this union was dense. The 2 other patients 
died of pneumonia during the treatment. 

Nine patients had full restoration of function. 
Eight have slight impairment of function, but all are 
able to walk. In 1 case there was complete ab- 
sorption of the neck of the femur with shortening of 
234 in. which makes it necessary for the patient to 
wear a shoe with an elevated sole. In the remaining 
cases the shortening varied from 1% to 1 in. 

R. S. Retcu, M.D. 


Speed, K.: Analysis of the Results of Treatment 
of Fractures of the Femoral Diaphysis in 
Children under 12 Years of Age. Surg., 
Gynec. & Obst., 1921, xxxii, 527. 

Sixty-seven cases form the basis of this paper. 
Fourteen of the patients were under 2 years of age, 
twenty-three were between 2 and 6, and thirty were 
between 6 and 11 years. The salient points brought 
out are: 

1. Operations for fresh fractures of the femoral 
shaft in children are to be avoided. 

2. Immediate treatment should be given; every 
hour of delay diminishes the ease and possibility 
of perfect reduction. 

3. Plaster casts are inadequate to maintain 
extension and alignment of the fragments. 

4. The most efficient method of holding the 
reduction after it has been obtained is continuous 
suspension traction by means of a suspension splint 
and overhead frame. 

5. Walking should not be allowed until a walking 
caliper splint is fitted to the patient. This allows his 
weight to be borne on the ischium and should be 
worn for three to six months after he gets up or 
until the callus has become sufficiently hardened 
for weight-bearing. 

In most of the cases the reduction was effected 
under anesthesia on a fracture table by mechanical 
traction. If a complete reduction cannot be ob- 
tained the surgeon must be satisfied with the best 
reduction possible, provided it will result in good 
function, or he must perform an open operation. 
Lane plates are suitable only for transverse frac- 
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tures. In late cases all callus must be removed and 
at six weeks the plate should be removed. 
Autogenous intramedullary bone pegs are excel- 
lent for patients over 7 years old. The thin soft 
cortex of the bones of children precludes the use of 
bone or ivory screw fixation. Cases in which there 
is a very low fracture of the shaft or in which the 
skin becomes too sore for traction should have cali- 
per extension. For this, the nail method is pre- 
ferred to all others. W. A. Crark, M.D. 


Hallopeau, M. P.: The Use of Encircling Bands 
in the Treatment of Fractures of the 
Femur (Du cerclage dans les fractures du fémur). 
J. de chir., 1921, xvii, 551. 


The author describes his technique with numer- 
ous illustrations. The incision is always made on the 
side of the thigh so that it exposes the external sur- 
face of the femur. Here the bone is closest to the 
surface and no large vessels or nerves will be met. 
Only the vastus externus and the crural muscles lie 
between the surface and the bone. The fibers of 
these are separated; it is not necessary to cut 
them. The patient is strapped to the table and the 
table then tilted laterally at an angle of about 30 
degrees. 

Hallopeau prefers Parham’s bands. He shows 
illustrations of a specially constructed lateral splint 
which he employs in the rare cases in which the 
extent of the fracture makes an additional brace 
necessary. He prefers to operate under general 
anesthesia but has no objection to spinal anesthesia 
if there is any special reason for it. The X-ray 
plate is always kept in view so that the incision 
will be made in the right area. 

The two fragments are caught with Lambotte 
clamps, necessary traction while the fracture is 
reduced being made by the assistant. The plates 
are then passed under the femur and fastened 
around it by means of an instrument devised by 
Collin. Care is taken not to disturb the periosteum 
any more than has been done by the accident. 
Hallopeau believes that the large hyperostoses 
often observed after treatment of fracture by the 
screwing on of lateral plates are due to the 
destruction of periosteum necessitated by this 
method. After the plates have been applied he 
always tries to suture the flaps of periosteum to- 
gether over them. 

Hallopeau has used this method in eighteen cases 
of fracture of the femur with uniformly good results. 
There has never been the slightest sign of infection, 
and consolidation was complete by the end of six 
weeks except in one recent case in which there is 
still some mobility at the end of two months. 

Following the operation a plaster cast enclosing 
the pelvis and the leg down to the ankle and with 
a window at the site of the fracture is applied. 
This is left on for a month or may be removed at the 
end of ten days when the sutures are taken out, 
an ambulatory cast which enables the patient 
to walk being then applied. 
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The method described is simpler than that in 
which lateral plates with screws are used, and con- 
solidation takes place much sooner. 

A. G. Morcan, M.D. 


Lilienthal, H.: Compound Fracture of the Femur 
Treated by Intramedullary Splint—End-Result. 
Am. Med., 1921, n.s. xvi, 240. 

The author reports an interesting case of fracture 
of the femur in which a perfect result was obtained 
by the use of an Elsberg intramedullary aluminum 
splint. 

The patient was injured in rg10 and was operated 
upon two weeks later. The fragments having been 
exposed, the upper fragment was delivered into the 
wound and about an inch was removed with a 
Gigli saw. The marrow in each fragment was then 
curetted for about an inch and an intramedullary 
Elsberg splint snugly fitted into the two ends. The 
patient made an uneventful recovery and when he 
was examined in 1919, nine years after the injury, 
the X-ray showed the condition of the fragments to 
be practically perfect. 

The Elsberg splint consists of a sheet of metal 
about 1 mm. in thickness which has a number of 
circular perforations for drainage and is rolled 
into the form of a cylinder with the edges not quite 
in apposition. 

The author does not particularly recommend the 
method described and states that he has used it only 
in certain extraordinary cases. This case is reported 
as a surgical curiosity and because of the excellent 
result. L. D. Prince, M.D. 


Rochedieu, W.: A Case of Downward Horizontal 
Dislocation of the Patella. (A propos d’un cas 
de luxation horizontale inférieure de la rotule). 
Rev. méd. de la Suisse Rom., 1921, xli, 305. 


The most common variety of dislocation of the 
patella is the lateral external dislocation. More 
unusual varieties are lateral internal dislocation, 
vertical dislocation, inversion, and horizontal dis- 
location, which may be upward, the patella turning 
around its transverse axis so that its lower pole 
enters the tibio-femoral joint while its upper pole 
points forward, or downward, the upper pole being 
in the joint and the lower pole pointing forward. 

The case reported by the author was of the latter 
variety. This requires violent pressure on the 
upper edge of the patella to push it down to the 
tibio-femoral joint and the tibio-femoral joint must 
be in a certain degree of flexion to admit the edge of 
the patella. The author’s case was that of a boy 
18 years of age who was thrown from a motorcycle 
while he was going at full speed. He was thrown 
forward on the road 10 meters and could not rise. 

On examination an erosion of the knee and ante- 
rior surface of the left thigh was found. The normal 
site of the patella was empty. Just below, at the 
level of the tibio-femoral joint, was a protuberance 
which proved to be the lower pole of the patella 
lying perpendicularly and fixed in the joint. The 
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leg was flexed at about 140 degrees. Active move- 
ment was impossible and passive movement very 
painful. There was also a compound fracture of the 
tibia between the middle and lower thirds. 

An attempt at non-operative reduction of the 
patella failed. The patient was given antitetanus 
serum and the open wounds were treated with 
Dakin’s solution for five days. Operation was then 
performed. The joint capsule was found to be torn 
and a large hematoma had formed in the joint. 
There was complete disinsertion of the upper edge 
of the patella which was directed backward and 
inward while the lower pole looked outward and 
forward. As the leg was flexed there was no diffi- 
culty in withdrawing the patella from the joint. 
It was then re-inserted in the quadriceps tendon and 
held in place with two silver wire sutures. The 
joint capsule was sutured and the fracture of the 
tibia reduced. The wound was drained for two days. 
At the end of a month the fracture of the tibia was 
consolidated and the patella in normal position. 

A. G. Morcan, M.D. 


Ogilvie, W. H., and Massie. G.: Two Cases of 
Dupuytren’s Fracture Treated by Screws. 
Proc. Roy. Soc. Med., Lond., 1921, xiv, Clin. Sect., 
63. 


Abduction fractures fall into three classes: (1) 
those which do not require operation; (2) those 
which must be operated upon; and (3) those which 
the surgeon would like to operate upon but cannot. 

The first class includes all fractures described as 
Pott’s fracture. As long as there is no separation 
at the inferior tibio-fibular joint the method recom- 
mended by Jones, i.e., reduction under an anesthetic, 
followed by fixation in plaster in a position of full 
inversion and full dorsiflexion, will give an excellent 
anatomical and functional result. Occasionally a 
“Z” tenotomy of the tendo achillis is necessary in 
addition. 

When there is separation of the inferior tibio- 
fibular joint, non-operative means have always 
failed to give a satisfactory result because it is 
impossible to obtain effective lateral pressure which 
will reduce the dislocation, and the outer edge of the 
astragalus is constantly being pulled between the two 
bones. In such cases a single 114 in. screw driven 
in an inward and upward direction through the ex- 
ternal malleolus into the tibia after reduction of the 
deformity will effectively fix the fragments. The 
two cases reported show satisfactory anatomical and 
functional results. 

The cases forming the third class show much 
comminution of the external malleolus and of the 
articular surface of the tibia in addition to separa- 
tion of the inferior tibio-fibular joint. In a recent 
case a satisfactory result was obtained by giving an 
anesthetic in the fourth week when there was a fair 
amount of sticky callus, tenotomizing the tendo 
achillis, and reducing first the backward dislocation 
and then the eversion and separation of the malleoli 
with a Thomas wrench. R. S. Rec, M.D. 


SURGERY OF THE BONES, JOINTS, MUSCLES, 
TENDONS, ETC. 


Auvray: Dead Tendon Grafts: Personal Obser- 
vations (Greffes tendineuses mortes: observations 
a Bull. et mém. Soc. de chir. de Par., 1921, 
xlvii, 740.. 


Auvray studied the functional end-results in 
cases in which grafts of dead tendon were used. His 
study is based on the observation of four cases he 
has operated upon since 1919 and upon thirteen 
other cases which have been reported in recent 
literature. All of the operations were done on the 
extensor and flexor tendons of the fingers. In none 
of these cases—some of which have been followed 
for a long time—was the graft eliminated, not even 
in those in which there was slight infection. 

As regards the functional results a distinction 
must be made between the extensor and flexor 
tendons. In seven cases in which extensor-tendon 
grafts were implanted no poor result. was reported; 
in the majority there was total recovery of move- 
ment. In the flexor tendons the functional recovery 
on the whole was not so good. When the grafts 
were implanted in tendons destroyed by suppura- 
tion the results were not always satisfactory, but 
the large number of good functional results justify 
an attempt to graft tendons on tendons of the palm 
of the hand which have been destroyed by 
suppuration. 

The results are best in simple traumatic cases. 
Tendon grafting is especially apt to fail when it 
is done in the vicinity of the digital sheaths. 
While in many cases complete restoration was not 
obtained. very appreciable benefit was derived 
from the operation. W. A. BRENNAN. 


Nutt, J. J.: Rupture of the Tendon of Insertion of 
the Biceps Flexor Cubiti. J. Am. M. Ass., 1921, 
Ixxvi, 1825. 

The case reported was that of a man who stated 
that he had felt something give in the upper arm as 
he was swinging from ring to ring in a gymnasium. 
As he felt no pain or weakness he continued exercis- 
ing. During the night there were slight twinges in 
the arm and he noticed a difference in the shape of 
his right arm as compared with the left. 

Examination showed that the bulging of the biceps 
when the elbow was flexed was 1% in. higher in the 
right arm than in the left, the circumference of the 
right arm was 1234 in. while that of the left was 1244 
in., and the power of flexion in the right arm was less 
than that in the left. 

At operation the distal tendon of the biceps was 
found ruptured close to the bicipital tuberosity. The 
proximal end lay coiled in the upper half of the 
arm. The distal end was 1% in. long. The small 
piece of tendon was wrapped with the proximal end 
and sutured with chromicized catgut, the arm being 
then put in flexion with plaster of Paris. 

When the plaster was removed six weeks later 
voluntary contraction of the biceps showed its 
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attachment to the radius. A right-angle splint was 
then applied. ; 

Three months after the operation the tendon had 
apparently gained its normal dimensions and 
strength. 

The literature gives the reports of 65 cases of 
rupture of the biceps, 17 cases of rupture of the 
tendon, 44 cases of rupture of the muscle, and 6 
cases of rupture of the jumcture of the tendon and 
muscle. Only 6 cases were operated upon. Two 
of the latter were cases of rupture of the tendon of 
insertion. R. S. Reicu, M.D. 


Tavernier: Total Resection of the Sternum for 
Tuberculosis (Résection totale du sternum pour 
tuberculose). Lyon chirurg., 1921, xviii, 223. 

Tavernier’s case was that of a soldier 26 years of 
age who had been operated upon two years previ- 
ously for bilateral cervical adenitis but returned to 
the hospital with multiple fistule in the sternum. 
On exploration in April, 1920, a large retrosternal 
abscess was found behind the fistular openings. The 
lower three-fourths of the sternum and the inserted 
costal cartilages were resected, the abscess was curet- 
ted, and the fistulous tracts were excised. 

In July, 1920, examination showed sternoclavi- 
cular arthritis on the left side which necessitated 
resection of the end of the clavicle, the first two 
costal cartilages, and almost all the rest of the 
sternum. Only a very small fragment, which was 
scarcely 2 cm. thick and articulated with the 
right clavicle, remained. Heliotherapy was then 
given, but a small fistula persisted. In October, 
1920, the first rib was extirpated to its vertebral 
insertion because of osteitis. Although following 
the operation the patient had an attack of influenzal 
pneumonia he recovered. Today he has only a 
slight fistula and this is closing. 

The author calls attention to the fact that he did 
not risk the removal of the entire sternum in one 
stage. The second operation was delayed until the 
resected lower costal cartilages were re-united by a 
solid fibrous band. The serious respiratory dis- 
turbances observed following the first operation 
indicated that the total removal of the sternum in 
one operation would not have been tolerated. In 
spite of the collapse of the thorax the patient was 
able to withstand without cardiac weakness a very 
serious. pneumonia with severe dyspnoea. Move- 
ments of the arms have been well preserved and 
the patient does not complain of any functional 
trouble. The deformity, however, is very great. 

ws W. A. BRENNAN. 


Smith; S. A.: Fractures Occurring in Bone Grafts. 
J: Orthop. Surg., 1921, iii, 270. 

In the main, the author supports the views of 
Gallie and Robertson regarding the death, ab- 
sorption, and replacement of the autogenous graft 
by osteoblasts. 


The first. and most common type of fracture, the © 


disintegration fracture, occurs about the sixth week 
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when absorption outstrips restitution. It is favored 
by the use of soft cancellous bone such as a rib graft. 
Union may recur if the bone is strictly immobilized. 

When a fracture is complete little further ab- 
sorption takes place if the graft has a good matrix. 
The unilaterally fixed graft becomes hard, sclerotic, 
and peg-shaped. There is typical non-union. At 
operation two years later it will be found avascular 
and hard and without signs of canalization, even 
when full function is allowed. 

If the graft survives three or four months without 
disintegration, the operation may be considered 
successful. However, it is at this stage that the 
second type, or clay pipe-stem fracture is apt to 
occur, usually at the center of the graft. 

The author advises large coaptation surfaces 
and rigid immobilization in the early weeks after 
operation. He believes that because of this pro- 
cedure the disintegration of grafts has become less 
common than formerly. Rosert V. Funsten, M.D. 


Bryan, C. W.G.: A Case of Osteitis Fibrosa Treat- 
ed by Resection of Four Inches of Humerus and 
Insertion of a Boiled Beef-Bone Graft. Lancet, 
1921, cc, 1129 

A girl, aged 10 years and 9 months, sustained a 
pathologic fracture through a zone of osteitis fibrosa 
in the upper part of the right humerus. At open 
operation twelve days later the bone was found to 
be extensively destroyed and replaced by fibrous 
tissue. The thin shell of cortical bone which re- 
mained had been fractured. A section of the hume- 
rus 4 in. long was resected and replaced by a boiled 
beef-bone graft 5 in. long, 7% in. wide, and \%in. 
thick. A number of holes had been drilled in the 
graft transversely and longitudinally. Following 
closure of the wound without drainage a plaster 
cast was applied. 

At the end of the third week after the operation 
careful active movements were allowed and light 
massage was given twice a week for two weeks. 
Successive roentgenograms taken from one to three 
and one-half months after the operation showed the 
development of new bone of increasing density. 
The new bone surrounded the graft and apparently 
filled the drill holes. The function of the arm was 
fully restored in seven weeks. 

The operation described is considered advan- 
tageous because it is not necessary to disturb 
another bone to obtain a graft, beef bone is stronger 
than an autogenous graft, and as prolonged immobi- 
lization is avoided, the muscles rapidly recover their 
size. H. T. Jones, M.D. 


Southam, A. H.: The Treatment of Acute Pyo- 
genic Infection of the Knee Joint. Brit. M. J., 
1921, i, 884. 

Acute pyogenic infection of the knee joint may be 
caused by trauma, extension of inflammation from a 
neighboring focus, or infection from the blood stream. 
The old treatment of inserting drainage tubes into 
the joint through vertical incisions on either side of 
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the patella was frequently disastrous because of 
extension of the infection up and down the leg 
along the fascial planes. The drainage tube acts as 
an entrance for secondary infection and as a foreign 
body which tends to prolong the inflammatory 
reaction. Furthermore, it is anatomically impossi- 
ble to drain the knee joint efficiently. 

The synovial membrane has considerable power 
to overcome septic infection, but as the virulence of 
organisms is increased when they are contained in a 
swollen and inflamed joint, it is necessary to lower 
the intra-articular tension and keep it reduced. In 
mild infections this may be accomplished by aspira- 
tion or by incision and lavage followed by suture of 
the joint. In acute pyogenic infection radical 
treatment is usually necessary. 

During the war Willems suggested active move- 
ment of the joints after incision to provide free 
drainage. Patients object to this on account of the 
pain. Moreover, it is questionable if active mobili- 
zation is permissible for a joint infected by strep- 
tococci in an already toxic patient. 

On the basis of his experience in the war the 
author recommends the following procedure which 
gave a useful limb and a movable joint in seven of 
his cases: 

Immediate operation having been indicated by 
aspiration of fluid containing pus cells and pyogenic 
organisms, the knee joint is opened under general 
anesthesia by lateral incisions extending from the 
head of the tibia to the upper limit of the sub- 
crural pouch and thoroughly irrigated with hot saline 
solution. The synovial cavity is then dried with 
lint swabs saturated in ether, and a small quantity 
of “‘bipp” is applied to the articular surfaces. The 
lateral incisions are left open for drainage and a 
dressing of gauze is applied. The limb is placed in a 
Thomas splint with the knee slightly flexed and held 
in extension with a light weight. 

Following this operation the temperature usually 
falls about the third day and the patient’s condition 
gradually improves. The dressings are not changed 
until the fourteenth day when more “‘bipp”’ is 
applied to the incisions. The splint is then removed 
and the patient encouraged to move the joint. 
Mobilization and massage must be instituted as 
soon as the active inflammation has subsided. The 
patient should be urged to walk as soon as possible. 

Mertr R. Hocn, M.D. 


Solieri, S.: Operative Treatment of Osgood- 
Schlatter Disease (Sulla cura operatoria della 
malattia di Osgood-Schlatter). Chir. d. organi di 
movimento, 1921, V, 353- 


Solieri refers to the operation performed in 1917 
by Soule in a case of Osgood-Schlatter disease. 
Soule cut a hole about 2 cm. deep in the tibial 
tuberosity and in it inserted a piece of bone 
removed from the tibial cortex. The patient 
walked without trouble after seven weeks. 

Solieri tried this operation recently in the case 
of a boy 12 years of age. After boring a hole about 


6 or 7 mm. in diameter in the tibial spine, he 
detached a triangular piece from the tibia about 5 
cm. long and 5 or 6 mm. thick, trimmed it to 
the shape of a nail, and drove it with a mallet 
into the tibial tuberosity! The wound closed 
by first intention and on the thirty-first day the 
patient was able to walk without the help of a 
cane. 

A radiograph made four months after the op- 
eration showed the region of the tibial tuberosity 
to be well ossified. There was no distinct shadow 
of the bone graft. The recovery therefore seems 
permanent and complete. 

In Solieri’s opinion this case demonstrates that 
Soule’s operation will cure the anatomical lesion 
and abolish the clinical symptoms of Osgood- 
Schlatter disease. He believes it a more logical 
procedure than that of Matsuoka who in two cases 
effected a subperiosteal ablation of the altered tibial 
tuberosity. 

Trauma played no part in Solieri’s case. The 
cause was probably local dystrophy or dysplasia. 
Solieri believes that some dysfunctioning of the 
endocrine glands may be responsible for the condi- 
tion. In his own case he gave thyroid treatment 
postoperatively. W. A. BRENNAN. 


ORTHOPEDICS IN GENERAL 


Cobn, L.: Observations on the Normally Develop- 
ing Elbow. Arch. Surg., 1921, ii, 455. 


From a study of a series of roentgenograms of the 
elbows of children from infancy to 17 years of age 
the author draws the following conclusions: 

The distal humeral epiphysis develops from four 
centers which are, in the order of their appearance, 
the capitellum, internal epicondyle, trochlea, and 
external epicondyle. The earliest recorded appear- 
ance of the capitellum was at the age of seventeen 
months. The internal epicondylar center may ap- 
pear at the seventh year but is not constant at this 
age and may not be present as late as the tenth year. 
The various textbooks, however, give the time of its 
appearance as the fifth year. A beginning trochlea 
has been found at 8 years of age; textbooks say 
between the ages of 10 and 12 years. Although it 
has been generally taught that the external epicon- 
dyle appears between the twelfth and sixteenth 
years, it is concluded from this study that it is 
not constant as a separate epiphysis and its presence 
is the exception rather than the rule. 

The other two centers of ossification at the elbow 
are the head of the radius and the olecranon. These 
make a total of six centers. The radial head has 
been noted at the age of 5 years and is constant at 
the age of 7 years. The olecranon is variable, appear- 
ing sometimes as early as the eighth year but not 
found constantly until the tenth year. At the 
latter age there are at times two shadows, one at the 
tip and one at the posterior portion of the olecranon, 
which suggest either irregular ossification or two 
centers. 
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Fusion of the humeral centers begins at about the 
twelfth year of age when the capitellum and trochlea 
unite with each other but not with the shaft. At 
the fourteenth year they are united with the shaft 
with the exception of the internal epicondyle which 
remains separate until the seventeenth year. The 
head of the radius and the olecranon are also united 
to their respective shafts at the fourteenth year. 
Beginning union of the olecranon has been noted 
at 13 years of age. 

The variation in the time of appearance of the 
centers may be due to environment, diet, and the 
state of health. 

The author comments on the discrepancies in 
textbooks and the literature on the subject of epi- 
physeal development and suggests that they may 
be due to the copying of errors from one book to 
another. 

Another paper by the same author is forthcoming 
, in which the clinical applications of these data will 
be discussed. W. A. Crark, M.D. 


Kirschner: The Weight-Bearing Possibilities of an 
Amputation Stump (Zur Tragfaehigkeit der 
Amputationsstuempfe). Deutsche Ztschr. f. Chir., 
1920, clvii, 326. 

The author demands of a bone plastic the guar- 
anty that a firm union will result between the 
boneplate and the cross-section of the bone. To 
obtain good weight-bearing function he recommends 
plugging of the marrow cavity. 

The amputation is conducted in the usual manner 
as far as the exposure of the bone. The bone is 
sawed across about 1 cm. distal to an imagi- 
nary plane intended to be the ultimate end-sec- 
tion of the plastic. From the bone of the ampu- 
tated portion of the extremity a conical plug to fit 
the marrow cavity is obtained. The cross-section 
of the thinner end of this plug is less, and the cross- 
section of its thicker end is greater, than that of the 
marrow cavity. The material for the bone plug is 
taken from the removed limb, either from the bone 
laid bare by the amputation or by a new incision. 
A particularly good source is the conical, thickened 
end of the fibula. 

The plug is driven firmly into the bone with a 
hammer, only a small part being allowed to protrude 
over the sawed surface. When the bone is atrophic 
care is taken not to split it by hammering too hard. 
After the insertion of the plug, the periosteum is 
incised circularly at the level chosen as the end- 
surface of the plastic, and the bone stump with the 
contained plug is sawed across. After all sharp 
edges have been smoothed away and all spicules 
and bone dust have been removed, the stump is 
cared for in the usual manner. 

In amputations of the leg below the knee Kirsch- 
ner plugs only the tibia and saws away the fibula 
some centimeters proximal to this level in order that 
it may not be involved in the weight-bearing. The 
hardening of the stump is begun as early as possible. 
A temporary prosthesis is provided. Within a few 
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weeks at most the patient will be able to bear the 
weight of his body on a wooden surface which has 
been covered with a few folds of toweling. Sub- 
sequent X-ray examination will reveal no osteophyte 
formation, the outline of the bony stump remaining 
as smooth as at the time of amputation. 

This procedure is practical only when asepsis can 
be maintained. Its advantages consist in the fact 
that the marrow cavity is closed off in a practical 
and effective manner without the use of any artificial 
substance and the bone plug with its lowered 
vitality prevents osteophytic outgrowths from the 
marrow cavity. 

Later shifting of the plug as the result of bleeding, 
swelling of the marrow, muscle pull, or other 
mechanical factors is not apt to occur. No di- 
rect effect is exerted upon the bone marrow by 
the surface of the prosthesis. VoLLey (Z). 


Anzoletti, A.: Analytical Considerations of Coxa 
Vara (Considerazioni analitiche sull’ argomento 
della coxa vara). Chir. d. organi di movimento, 
1921, V, 249. 

In this exhaustive article Anzoletti analyzes coxa 
vara and the various treatments devised for it, 
especially Volkmann’s immobilization and the con- 
tinuous extension treatment of Codavilla and Losio 
following a primary osteotomy. After describing 
the typical femur he discusses the different types 
and degrees of varus. He then considers the treat- 
ments indicated by these types and how their 
requirements are met by the various methods. 
Codavilla treats severe coxa vara by a curvilinear 
paracervical osteotomy of the great trochanter, 
placing the patient in the Schede bed and applying 
continuous traction up to 60 to 80 kilos. Losio, who 
limits his traction to 16 kilos, claims equally good 
results. 

Anzoletti concludes that in varus of the first 
degree an articular disinsertion in no way contra- 
indicates Codavilla’s method. The damage which 
the violence of the extension causes will be restricted 
to the femoral head alone and later treatment may be 
expected to diminish it. In cases of the second 
degree of varus, and particularly those of the third 
degree, the chance of a good result from this method 
is opposed by: (1) the great resistance of the dis- 
placed ileo-femoral ligaments; (2) the abnormal 
fulcrum power exercised by the neck on the aceta- 
bulum which favors transverse fracture; and (3) 
the trophic malacia of the cervical neck which 
renders fracture inevitable. Therefore when in 
cases of the more marked grades of varius the polar 
point is outside the acetabulum Codavilla’s method 
of osteotomy with excessive traction is not fully 
justified. 

The older plaster-cast method of Volkmann re- 
places one deformity by another. The choice be- 
tween the method of Volkmann with the plaster cast 
and Losio’s method with limited traction is chiefly a 
matter of time. A case treated in adolescence by 
the Volkmann method with subcutaneous osteotomy 
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and all precautions to assure strict approximation 
of the stumps allows walking with crutches in six 
days, removal of the plaster cast to the level of the 
femoral condyles by the fifteenth day, and entire 
removal of the plaster cast within three weeks. 
When Losio’s continuous traction not exceeding 16 
kilos is used it will take eleven weeks after the 
primary. operation before the limb is free and the 
patient is able to walk with a cane. 
W. A. BRENNAN. 


Gibson, A.: Some Aspects of the Mechanism of 
the Human Foot in Walking. J. Orthop. Surg., 
1921, iii, 188. 

The foot is discussed as an organ of locomotion 
rather than a static organ. From this standpoint 
it should be regarded as composed of two springs 
placed side by side. The outer spring, which is 
short and stiff, takes the heavier work, while the 
inner spring, which is long and flexible, provides 
ease and flexibility. 

In walking, the body weight comes first on the 
heel, then on the short, stiff outer spring, and 
finally is transferred to the long, flexible inner 
spring. The anatomical structure of these springs 
is described and the question of the proper height 
of the shoe heel is discussed. The author favors a 
heel of moderate height as it saves the muscles from 
lifting the entire body weight at every step. 

The arti¢le gives a conception of foot action difier- 
ent from the static action usually described. 

B. H. Moore, M.D. 


Ogilvy, C.: A Study of the Foot in Infancy 
and Childhood, with Special Reference to 
the Prevention and Treatment of Deformity. 
Arch. Pediat., 1921, xxxviii, 275. 

The author calls attention to the fact that birth 
deformities are numerous and far too little attention 
is paid to them although their correction is simple 
and their relief immediate. ; 

Congenital club-foot should be treated as soon 
as it is recognized. The shortened structures on 
the inner border of the foot should be stretched twice 
a day for the first three days. After this, an adhesive 
plaster dressing is necessary to maintain the correc- 
tion. Until the end of the first week the adhesive 
should be applied over a one-layer gauze bandage to 
protect the skin but after the third week it may be 
applied directly to the skin. Five strips of adhesive 
plaster, 1 in. wide and from 7 to 8 in. long, are 
applied as follows: 

The first strip starts at the inner side of the ball 
of the great toe, passes under the foot, and is drawn 
up on the outside of the leg. The second overlaps 
the first slightly but is applied further back on the 
toe. The third is applied around the heel from the 
inner to the outer side and passes up the leg to the 
knee. The fourth strip is extended from the inner 
border of the foot across the sole and up the outer 
side diagonally over the ankle joint and then con- 
tinued spirally about the leg. The fifth strip is 


applied in the same manner as the fourth but starts 
further back toward the heel. 

This dressing should be changed every five days. 
After six months a plaster of Paris dressing may be 
substituted. When the child begins to walk the 
outer border of the heel and sole of the shoe should 
be elevated % in. 

For the treatment of congenital calcaneus the 
author applies three strips of adhesive beginning at 
the toes and extending them up the center of the 
sole. Over the three strips a gauze bandage is ap- 
plied which extends from the toes to the knee joint. 

In cases of beginning foot strain in children 
attention must be directed to the shoeing. The prop- 
er shoe is a lace shoe which is broadest across the 
toe, has a straight inner line, and fits snugly over 
the dorsum of the foot and about the heel. 

Cases of hereditary weak foot which cannot be 
cured by means of shoes or plates Ogilvy subjects 
to an arthrodesis of the astraguloscaphoid joint. 

Joun MircHett, M.D. 


Clark, W, T.: Bloodless Surgery in Flat-Foot. 
ed. Rec., 1921, XCix, 921. 


In one hundred consecutive cases of falling of the 
arch the author found that the first cuneiform was 
responsible in the majority, the cuboid in the next 
greatest number, and both bones in the remainder. 
Malposition of the scaphoid due to falling of the 
first cuneiform is a frequent cause of falling arch. 

Dropping of the tarsal bones causes pain which 
often is as severe as metatarsalgia. In this con- 
dition, with malposition of the cuboid, the bases 
of the fourth and fifth metatarsals articulate im- 
properly with the cuboid and third cuneiform. 
Since the metatarsal heads are out of alignment 
agonizing pain results from their impingement upon 
the external branches of the anterior tibial and ex- 
ternal plantar nerves. 

Falling of the arch occurs gradually and results 
in pressure upon nerves, ligaments, tendons, inter- 
articular fibrocartilages, and muscles. Irritation 
and inflammation follow with the subsequent devel- 
opment of adhesions and permanent displacement. 

Rupture of adhesions by slow pulling or twisting 
is prevented by the construction of the arch. It 
can be accomplished, however, by the frequent 
application of firm pressure over the plantar surface 
of the misplaced bone, the foot being held firmly in 
position and a sharp jerky blow being delivered over 
the dorsal surface of the metatarsals near the base 
with the palm of the right hand. - Such manipula- 
tion must be followed by deep muscle massage. 

Massage is essential to build up the natural arch 
support and prevent recurrence. In cases showing 
prominence of the extensors of the toes massage 
should be applied in a downward direction to the 
first phalanx. Bending the toes down gently but 
firmly should be practiced with the massage. 

Patients who have worn arch supports may dis- 
continue their use gradually. Arch supports give only 
temporary support at best. Joun MircHett, M.D. 
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SURGERY OF THE SPINAL COLUMN AND CORD 


Oudard: Isolated Fractures of the Transverse Pro- 
cesses of the Lumbar Vertebrz (Fractures 
isolées des apophyses transverses des vertébres 
lombaires). Bull. et mém. Soc. de chir. de Par., 1921, 
xlvii, 706. 


Oudard gives short histories of seven unpublished 
cases of isolated fractures of the transverse processes 
of the lumbar vertebra, five of which were cases of 
his own. In the literature he has found the reports 
of thirty-one cases published since the first case was 
described by Kalthoener in 1891. Asa rule only one 
process is fractured. Multiple fractures are excep- 
tional. In only one case was there a simultaneous 
fracture of both processes of the same vertebra. 
The first lumbar vertebra is most frequently involved 
and the fifth most rarely. 

The lumbar nerves being in immediate contact 
with the anterior surface of the transverse process, 
injury of the process may cause persistent neuralgia. 

Fracture may be produced by direct or indirect 
shock. A fall from a height on the feet or sudden 
and violent muscular contraction combined with 
fragility of the process may be responsible. 

The constant symptom is pain in the lumbar 
region, and especially in the vicinity of the fractured 
process, which radiates to the upper and lower limbs, 
and is generally violent at the time of the injury and 
exaggerated by movement. There is also a char- 
acteristic attitude. The spinal column is in exten- 
sion with inclination toward the side of the lesion and 
there is concave scoliosis of the injured side and an 
attitude of defence which causes relaxation of the 
muscles having their insertion in the injured trans- 
verse process. The symptoms may persist in some 
degree for months or years. 

The prognosis of this type of fracture is unfavor- 
able because of the possibility of associated visceral 
injuries, the persistence of neuralgia of the jumbar 
nerves, and the development of traumatic spon- 
dylitis. 

In the treatment, immobilization in bed without 
plaster fixation or continuous traction appears to be 
sufficient. In some cases, however, adhesive applied 
around the body and exerting strong pressure on 
the fractured region seems to have a good effect. 
Operative treatment is indicated only when the 
fracture is complicated by infection or the severe 
pain persists and radiates along the course of the 
lumbar nerves. W. A. BRENNAN. 


Mauss, T.: Traumatic Injuries of the Spinal Cord 
and Their Treatment, with Particular Regard 
to Late Cases (Ueber die traumatischen Rueck- 
enmarksschaedigungen und deren Behandlung, unter 
besonderer Beruecksichtigung der Spaetfaelle). 
Ztschr. f. d. ges. Neurol. u. Psychiat., 1921, |xvi, 1 


On the basis of their etiology injuries of the spinal 
cord are direct or indirect. The first are due to 


direct action on the cord or the spinal column and 
the second to contusions from a force outside the 
region of the spine. 

On the basis of the pathologic anatomy cord in- 
juries may be divided into primary and secondary. 
Primary injuries include partial or total crushing, 
disorganization of a cross-section of the cord, hemat- 
omyelia, myelomalacia, central necrosis, and con- 
ditions resembling disseminated myelitis or myelo- 
encephalitis with symp oms resembling those of 
multiple sclerosis. To this group belongs also con- 
cussion of the cord. This condition, the histo- 
pathology of which is unknown, soon clears up. 

Secondary injuries are characterized by processes 
which cause an increasing external pressure. Such 
pressure is exerted by bullets, bone splinters, the 
growth of callus following fracture of vertebra or 
by pachymeningitis externa and arachnitis adhesiva 
occurring conjointly or independently. Pachy- 
meningitis externa is characterized by thick, 
epidural deposits which surround the dural sac for a 
distance of several centimeters and in some areas 
are closely adherent to the dura but in others may be 
detached from it easily. These indurations may be 
drawn so closely together that they cause an hour- 
glass constriction of the cord. In arachnitis ad- 
hesiva the cord and root processes are surrounded 
by more or less delicate, white or whitish mem- 
branes. This condition leads to adhesions or 
agglutination of the arachnoid and not rarely to 
sacculation of the spinal fluid which compresses the 
cord like a foreign body. It should be borne in mind, 
however, that these conditions may be present 
without causing clinical symptoms. 

On the basis of the clinical picture the author 
distinguishes three groups of spinal lesions: (1) 
lesions of the cord with the syndrome of total 
paresis; (2) lesions of the cord with the signs of 
partial interruption of conduction; and (2) lesions 
of the cord of the radicular (segmental) type. Total 
paraplegic lesions manifest themselves clinically by 
a complete flaccid paralysis, loss of the reflexes. 
absence of sensation to all stimuli below the point 
of interruption, functional disturbances of the uro- 
genital tract, and a tendency to the formation of 
severe decubitus. The old theory that this Bastian- 
Brown syndrome is to be regarded as absolutely 
pathognomonic, however, is no longer tenable. Not 
a few cases have been observed which immediately 
after the injury showed the typical clinical picture 
of a total paraplegic lesion but within a few weeks 
or months showed extensive recovery or even after 
a year showed progressive improvement. Moreover, 
experience during the war demonstrated that the 
persistence of certain skin and tendon reflexes in 
cases otherwise typical of a total paraplegic lesion 
cannot be regarded by itself as proof of the absence 
of a complete anatomical interruption. 
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Lesions of the cord with partial interruption of 
conduction are characterized chiefly by the spastic 
character of the disturbances of motility. These 
cases may be divided into three groups: cases of 
bilateral spastic paresis, cases of unilateral paralysis 
of the Brown-Séquard type, and cases of unilateral 
paralysis of the cerebral type (Oppenheim). The 
latter differs from the paralysis of the Brown- 
Séquard type chiefly in the fact that the disturb- 
ances of motility and sensation are on the same side. 
In lesions of the segmental or radicular type one has to 
to deal anatomically as a rule with processes which 
are either entirely of meningeal origin (pachymen- 
ingitis and arachnitis) and injure the cord only 
secondarily by pressure or stasis of the spinal fluid, 
or with processes which involve both the cord and 
meninges at the same time, but exert a greater 
effect upon the meninges. In the first type the root 
symptoms dominate the picture from the first, 
while in the second both cord and root symptoms are 
noted but gradually the root symptoms predominate. 
The author describes the symptoms associated with 
these types of involvement with regard to the differ- 
ent parts of the spinal cord and illustrates them with 
case histories. 

The clinical symptoms are of little value as indi- 
cating the pathologic-anatomic basis of the injury. 
Quick and extensive disappearance of the signs of 
paralysis indicates first commotio spinalis. The 
isolated appearance of root symptoms or their 
marked predominance as compared with the 
symptoms of interruption of conduction in the cord 
speaks for an adhesive meningeal affection. The 
less the symptoms of compression the more probable 
it is that the lesion has an entirely or chiefly intra- 
medullary situation. As regards the height of the 
lesion the author states that symptoms of irrita- 
bility are to be interpreted with caution and 
root pains should be regarded of definite significance 
only when they show a certain regional constancy 
and correspond in some degree to objectively 
demonstrable segmental disturbances of sensation. 
More trustworthy are disturbances in sensation 
which often consist only in lessened sensibility. 
Disturbances of motility of the radicular tyne are 
generally of a degenerative atrophic type and char- 
acterized by various motor irritation symptoms. Of 
the reflex symptoms the most significant in the 
topical diagnosis are the tendon reflexes. 
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Lewis, D.: Nerve Injuries Due to Errors in Tech- 
nique in Making Intravenous Arsphenamin 
Injections. J. Am. M. Ass., 1921, Ixxvi, 1726. 

Accidents following intravenous injection of 
arsphenamin are not very common, but their 
occasional occurrence renders extreme care necessary 
in the administration of this drug. If the injection 
is made into, or even, near a nerve sheath, the nerve 
will be damaged and sloughing of the tissues may 


If the roentgen examination suggests the presence 
of a foreign body causing pressure on the cord an 
operation is indicated even when severe spinal symp- 
toms are absent. If the roentgen findings are nega- 
tive an immediate operation should be performed 
only if there is evident progress of the disease proc- 
ess or the appearance of bulbar symptoms. Other- 
wise a stationary period should be awaited, the 
patient being kept under observation. 

In a series of cases reviewed the best results were 
obtained in the chiefly meningeal affections, par- 
ticularly of the caudal region and the lumbodorsal 
cord. Relatively good results were obtained in the 
spinal hemiplegias of the cerebral or Brown-Séquard 
type. In cases of spastic paraplegias the results 
were doubtful. The results were poorest in cases 
of flaccid paralysis. 

With regard to the extent of laminectomy one 
should not be too conservative. This operation 
permits examination, and by removing pressure and 
improving the circulation favors recovery. A defect 
of six or seven vertebral arches is not harmful. 
Sparse removal of the arches is necessary only in 
cases of fracture of the vertebral bodies. The dura 
should always be opened unless there is danger of 
infection. The cord itself does not regenerate but 
regeneration does occur in fibers of the posterior 
roots which may be cut between the cord and the 
spinal ganglion. 

Cystitis should be treated by irrigation of the 
bladder, internal antiseptics, and autogenous vac- 
cines. For decubitus the continuous bath is indi- 
cated. Spastic paralyses should be treated by 
manual massage to overcome the tension of the 
muscles and prevent contracture of the joints. If 
operative treatment is necessary simple section of 
tendons of single muscle groups is sufficient in cases 
of hypertonicity. In extensive spasms in the legs, 
and less frequently in the arms, the Stoffel operation 
is indicated. For severe and bilateral contractures 
the Foerster operation is usually to be preferred. 
However, if there is the slightest doubt regarding the 
presence of compression, the cord should be exposed 
immediately in the region of the lesion before resort 
is had to such a radical operation as radicotomy. 

In the author’s opinion the resigned attitude of 
Lewandowsky and many other neurologists toward 
the surgical treatment of severe vertebral and spinal 
cord lesions is unwarranted. WREDE (Z). 


NERVOUS SYSTEM 


occur to such an extent as to interfere with the 
repair of the injured nerves. Two cases of such 
injury are reported. Pain radiating into the fingers 
during the injection is a warning that the solution 
is not being injected into the vein. 

In the first case reported the patient had had an 
injection of arsphenamin two years before. He had 
experienced pain in the distribution of the median 
nerve during the injection, and exhibited a typical 
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median-nerve palsy. At operation the usual 
neuroma was not discovered, but the proximal nerve 
was found to be enlarged for 1% in. and micro- 
scopic section showed scar tissue replacing the 
neuraxes. After the fibrous nerve was removed for 
3% in. repair was effected. Four months later 
it was reported that the wound area had sloughed, 
contraction prevented extension of the forearm, 
and though slight sensation was returning there 
was no evidence of a return of motion. 

In the second case an intravenous injection of 
arsphenamin was given in the right arm in Septem- 
ber following a chancre in August. This caused 
immediate pain and swelling of the arm and hand. 
The following February partial paralysis was noted 
in the region of the ulnar and median nerves but by 
May of that year there was such improvement that 
operative treatment was not advised. 

M. H. Hosart, M.D. 


Wittenrood, A. C.: A |New Method of Nerve 
Stretching in the Treatment of Sciatica (EKinc 
neue Methode der Nervendehnung bei der Behand- 
lung der Ischias). Nederl. Tijdschr. v. Gencesk., 
1921, lxv, 1403. 

The author suffered from sciatica on the right 
side and noticed that when he lifted up his foot to 
change his shoes there was sharp pain along the 
course of the sciatic nerve irradiating into the calf. 
Stretching of the nerve occurs when the right heel 
is grasped with the !eft hand and the right ankle 
with the right hand and the foot is pulled upward. 
In this way the leg is rotated outward, abducted, 
and flexed. In experiments on the cadaver it was 
found that in this position the sciatic nerve is 
stretched tightly over the tip of the greater trochan- 
ter, being pushed outward by the quadratus femoris. 
Upon this finding the author has based the follow- 
ing method of treatment: 

If the pain on spontaneous motion is especially 
great, massage of the buttock is first done for five 
to ten minutes on the external and posterior sides 
of the side affected with as much force as the patient 
can bear. The patient is then placcd on his back and 
shown that the bending back of the flexed leg to the 
pelvis is not painful and that abduction of the 
extended leg is not particularly painfu!. Then both 
these movements are combined with rotation of the 
femur outward which causes quite severe pain in 
the buttock, thigh, and knee. After this, the leg is 
laid back in position. The patient is then instructed 
to pull his foot up himself; with each succeeding 
o_o it must be brought nearer to the fore- 

ead. 

The sound leg is left lying stretched out so as to 
fix the pelvis. After a few exercises the patient 
rises to a sitting position and, with his legs stretched, 
bends over and touches the toes. It is better to 
keep the legs stretched and not succeed in touching 
the toes than to bend the legs in order to touch 
them. After the exercises the patient is instructed 
to walk around with large steps lifting the affected 
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leg up and puting it down quickly. Then, while sitting 
on a stool of such a height that his feet rest flat on 
the ground and his thighs are horizontal, he must 
piace the foot of the diseased side on the knee of 
the sound side so that the depression between the 
external malleolus and the heel lies on the knee to 
fix the position. This he must do without using 
his hands. 

He must then bring his forehead down to the 
hee!. This is rendered less difficult by practice in 
up and down movements of the upper part of the 
body and the head. The sound leg must not be 
moved back so as to relax the back muscles, and 
the diseased leg must remain in a horizontal posi- 
tion. It is easier to do this stretching in the sitting 
position than in the lying position as the latter 
makes it more painful. 

The patient then stands and goes through cer- 
tain exercises: (1) movements of the trunk forward, 
backward, and to the side without bending the legs, 
(2) bending over and touching the floor with the 
fingers without bending the legs; and (3) touching 
the outer border of the well foot with the fingers of 
the well side so that the sound leg is flexed and 
the diseased !eg is extended. 

These lying, sitting, and standing exercises must 
be done every morning, noon, and night for a quar- 
ter of an hour, in the open air_if possible. The 
patient should never sit still in the house more than 
half an hour; after that length of time he must walk 
up and down a few minutes. The evening exercises 
— be done just before going to bed as it improves 
sleep. 

Attention to the bowels is of importance. The 
active and passive movements of the limbs should 
never be violent. Anxious patients with chronic 
diseases often perspire, tremble, and show reflex 
muscle tenson even when they are merely exam- 
ined. This cannot be overcome by force; psychic 
treatment is necessary. The prejudice against 
immediate mechanical treatment in acute sciatica 
must be given up. In chronic sciatica, neuritis is 
not a contra-indication. 

In twenty years’ use of the method described, 
not one acute case has become chronic. The author 
does not employ an anesthetic as this would make 
it impossible to judge the degree of the stretching 
by the amount of pain it caused. He has had 
improvement by the method described in the pelvic 
neuralgia of pregnant women and in cases of pain 
during the menstrual period. Recurrences, which 
are seldom observed, are due mostly to rheumatic 
disease; as a rule the attacks can be stopped by 
stretching exercises. Neuralgia of the perforating 
cutaneous nerve often simulates sciatica; massage 
is the best method of overcoming it. 

Points in the diagnosis of sciatica are: (1) gen- 
eral pain on abduction, rotation, and flexion; (2) 
typical pain points in the greater sciatic foramen; 
and (3) the character of the irradiation of the pain 
along the nerves of the knee, the calf, and the up- 
per outer side of the foot. Trim (Z). 
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Gibson, A.: The Importance of Precise Anatomical 
Knowledge in the Surgery of the Peripheral 
Nerves. Canadian M. Ass. J., 1921, xi, 401. 


The author states that if anatomical continuity 
of the fibers of a divided peripheral nerve can be 
obtained without tension a successful result is to be 
expected. If it cannot be obtained without the 
interposition of scar tissue or undue tension, the 
results will not be favorable. One outstanding 
lesson of nerve surgery is the importance of a 
knowledge of normal anatomy, and another, the 
importance of long incisions. 

It is a matter of clinical experience that suture of 
the musculospiral nerve has a rather better prognosis 
than that of many other nerves. On the other hand, 
the results of suture of the posterior interosseous 
have been uniformly disappointing. When it is 
necessary to suture a nerve just above its division 
into a number of branches, the outlook is not very 

ood. 

Gibson explains at some length the mechanism 
involved in the production of the claw-hand found 
in ulnar lesions. In conclusion he describes a case in 
which he successfully anastomosed the central end of 
the hypoglossal nerve to the distal end of a severed 
facial nerve. FREDERICK CHRISTOPHER, M.D. 


Babcock, W. W.: The End-Results in 608 Cases 
of Peripheral NerveInjury. Pennsylvania M.J.. 
1921, XXiV, 533. 


In 608 cases of peripheral nerve suture the authors 
were confronted with all the handicaps incident to 
war wounds. Anatomically these were associated 
injury or infection of bone, loss of soft tissue, atrophy, 
fibrosis, adhesions, deformed healed or unhealed 
wounds, and at times deep foci of infection due to 
a foreign body. The physiological handicaps were 
ankylosed joints and wasted and fixed muscles. 

The operations were preceded and followed by 
elaborate tests conducted by experts in neurology, 
physiotherapy, and orthopedic surgery. 

The indication for operation was a persistent 
— or partial interruption or a serious irritative 
esion. 

Following neurolysis the nerve bundles were 
carefully surrounded by muscle and the wound 
sutured without drainage. The results in these 
cases were better than those in similar cases treated 
by physiotherapy alone. 

Hersage was limited to nerves in which the 
fibrosis did not produce complete anatomical block. 
In 75 cases this method was a complete failure 
in 20 per cent but caused improvement in 54 per 
cent, decided improvement in 16 per cent, and a 
cure in ro per cent. In contrast to this series with 
improvement in 80 per cent was a series of 142 
milder cases treated by physiotherapy in which 
improvement resulted in only 67 per cent. By 
January, 1920, only 14 per cent of 169 cases of 
hersage showed no improvement. 

In the suturing of nerves the nerve ends were cut 
squarely with a sharp razor blade until well-formed 


bundles were seen. They were then accurately 
aligned and united with interrupted sutures of 
Aoooo black silk going through the sheath. Only 8 
of 182 cases of suture failed to show signs of regen- 
eration. In each of these a mechanical reason 
was found for the failure of regeneration. 

With regard to infection the author states that 
as peripheral nerves have tough sheaths and an 
independent blood supply, they are resistant to 
trauma and infection. Infection sufficient to prevent 
union of tendons, muscle, or adipose tissue may fail 
to prevent union of sutured nerves. Palsy is a rare 
complication of infection spreading to an uninjured 
nerve. Of 14 cases of wound infection following 
nerve suture the nerve was found to have been 
separated in only 1 case. The danger of infection 
to nerves is greater after a primary suture than in 
nerves which have acquired a certain degree of 
resistance from previous infection. Infection in an 
unhealed wound is more easily handled than deep 
infection in a healed wound. ‘Twelve previously 
infected wounds healed by primary union, 1 con- 
tinued to suppurate, and in 1 a slight superficial 
infection persisted. 

In 12 old wounds which were apparently healed 
soundly the operation lighted up a suppurative in- 
fection. 

The authors oppose the British method of de- 
laying operation for one year because in that period 
of time extensive degeneration of nerve and muscle 
may make an operation useless. 

With regard to the treatment of large defects in 
nerves the following statement is made: 

“We would express the law which we think has 
few exceptions, that when a nerve is so extensively 
destroyed by injury that the ends cannot by any 
manipulation be brought together, then the limb 
will be found so disorganized that a nerve suture 
would be of no avail. As a corollary: when we fail 
as surgeons to do an end-to-end anastomosis of a 
divided nerve we have failed to use the full measures 
of ourart.’”’ The only recourse in such cases consists 
of the utilization of the normal slack in the nerve. 
plus that obtained by slight traction, flexing, extend- 
ing, rotating, or abducting adjacent joints, and in 
some instances re-routing the nerve to give it a 
shorter course. J. J. Lesowrtz, M.D. 


Stoffel: Treatment of Large Nerve Defects (Behand- 
lung grosser Nervendefekte). Zentralbl. f. Chir., 
1921, xlviii, 667. 


In the treatment of large nerve defects the author © 
- makes use of the elasticity of the nerve by passing 


a heavy silk suture transversely through the cica- 
tricial portion, as in tendon suture, and with this 
suture uniting the nerve ends under tension with 
favorable posture of the limb. The nerve is then 
surrounded with calf peritoneum to facilitate its 
recognition later and prevent adhesions. During 
the next two or three days the position of the joint is 
changed every two hours so that finally the extreme 
opposite posture is attained. 


i 


| 
i 

i 


304 


When the wound is reopened the nerve is easily 
recognized by reason of its covering and is found 
to be much lengthened and not adherent. Amputa- 
tion of the stump and nerve suture are then accom- 
plished. In one case of complete paralysis of the 
arm due to a gunshot wound of the axilla which 
left defects of 7, 3, and 4 cm. respectively in the 
median, ulnar, and musculocutaneous nerves de- 
spite mobilization, stretching, and the most 
favorable position of the joint, the ends were 
easily united by the method described and the 
nerves ultimately regained their function. 

Srrauss (Z). 


Dane, P. G.: The Results of Ninety-Eight Cases of 
Nerve Suture. Brit. M. J., 1921, i, 885. 


This article is based on ninety-eight unselected 
cases of nerve suture from the massage department 
of No. 5 Australian General Hospital, Melbourne. 
All were cases of gunshot wounds. The patients 
have been under observation from one to three years. 
The standard of recovery was motor recovery since 
this is more important from the practical point of 
view than sensory recovery. Sensory recovery, 
however, was more complete and occurred earlier 
than motor recovery. 

On the basis of the results the cases are divided 
into four classes: perfect, good, fair, and poor. 
Patients with perfect results have full motor and 
sensory recovery; those with good results have 
motor recovery of muscles subserving gross move- 
ments but not of those subserving finer movements; 
those with fair results have recovered function to a 
limited extent; and those with poor results have no 
recovery of function. 

A table shows the relative frequency of the nerves 
involved as follows: ulnar, 35; sciatic, 22; median, 
30; musculospiral, 15; brachial plexus, 5; and 
musculocutaneous, 1. Perfect recovery was ob- 
tained in 25.5 per cent. The group of perfect and 
good recoveries totals 51 per cent as opposed to 
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’ 49 per cent in the group of fair or poor recoveries. 


Each case, however, must be considered by itself. 
In the majority of instances many of the muscles 
remain weak and atrophic. This is due to many 
factors such as concomitant injury to blood vessels 
or to other nerve trunks, sepsis, and improper pre- 
operative and postoperative treatment. 

The statistics presented by Dane do not compare 
favorably with certain others given in the literature. 
The results as a whole are somewhat disappointing 
considering the regenerative power of the axis 
cylinders, but are encouraging when one considers 
the many factors unfavorable to success. The factor 
of the time interval between the injury and the 
nerve suturing is difficult to evaluate. Some 
patients operated on immediately progressed poorly 
while others operated on after several months 
progressed well. 

Most of the failures were due to neglect in pre- 
operative and postoperative treatment with splints. 
The character of this treatment is of special import- 
ance in the small intrinsic muscles of the hand where 
recovery is difficult because of the small size of the 
muscles and of the nerve filaments which supply 
them, the distal location, and the contracture of 
antagonistic groups. 

In the postoperative treatment of nerve suture 
electricity is loosing favor. A degenerated muscle 
is in a state of fibrillation and violent electrical 
stimuli should not be applied. Experimental work 
by Hartman and Blaky has shown that massage 
and galvanism have no effect in preventing atrophy 
of muscles. Perfect rest and gradual re-education 
of muscles is of great importance. 

With regard to sensory recovery, the author’s 
experience has been that it is practically never 
perfect. In a great many cases partial sensation 
returns and this is advantageous to the patient in 
protecting him from burns and other injuries. 
Sensory return leads indirectly to a better condition 
of nutrition. MERLE R. Hoon, M.D. 


MISCELLANEOUS 


CLINICAL ENTITIES — GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Kettle, E. H., and Ross, J. M.: A Contribution 
to the Study of the Endotheliomata. Lancet, 
1921, CC, 1012. 


The types and nature of tumors diagnosed as 
endotheliomata vary according to the observer. 
An attempt was therefore made by the authors to 
arrive at a basis on which a more reliable diagnosis 
can be made. Angiomata were chosen for the study 
reported because they are undisputably of endo- 
thelial origin, and the behavior of the neoplastic 
endothelial cell was observed. 

Tumors of endothelial origin can be recognized 
as the cells composing them invariably revert 
to the primitive vasoformative type. This reversion 


adequately explains the structure and growth of 
such neoplasms. The mode of growth, as in the 
primitive vasoformative cells, seems to be prolifera- 
tion of the tumor cells and their extension as buds 
or processes into the neighboring connective tissue. 
Later they become vacuolated and the vacuoles of 
adjacent cells coalesce and establish communication 
with the parent capillary. The nuclei with the 
remnants of cytoplasm form an endothelium to the 
newly formed vessel. 

More complicated tumors than the angiomata 
were studied but a fu!! report of these is not included. 
The mere relation of the tumor cells to the blood 
vessels or circulating blood is not a satisfactory 
basis for a diagnosis of endothelioma. Polymor- 
phism of endothelial cells may exist but there is no 
evidence that the cells of an endothelioma can so 
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closely resemble those of a carcinoma or sarcoma 
as to give rise to confusion. When such resem- 
blance occurs it is no longer possible to establish 
the endothelial origin of the neoplasm and it should 
not be included among the endotheliomata. 

G. S. Foutps, M.B. 


Owen, L. J.: Multiple Malignant Neoplasms. J. 
Am. M. Ass., 1921, Ixxvi, 1329. 

Among 3,000 cases of malignancy Owen found 
143 cases (4.7 per cent) of multiple growths. The 
cases recorded are those in which there were mul- 
tiple malignant growths of the same type or of 
different types. In the majority of cases the neo- 
plasms were present simultaneously, but in some 
there was a sequence of development, the first 
growths having been successfully treated. 

The basal-cell type of, squamous-cell cancer is 
the most common of the multiple malignant growths 
and occurs more frequently than is indicated by the 
86 cases collected. This type usually occurs on the 
face, and rarely below the level of the lips. In 20 
cases of single or multiple basal-cell carcinomata 
the patient had also a prickle-cell cancer or a cancer 
of the mucous membrane. 

Seven cases showed more than one prickle-cell- 
cancer or multiple squamous-cell carcinomata of 
mucous membrane origin. 

Another group comprised 14 cases of bilateral 
cancer of the breast. The duration of the disease 
varied from one month to seven years. The aver- 
age time of growth was twenty-four months. 

Ewing states that bilateral carcinoma of the 
breast is not uncommon, but that simultaneous 
occurrence is rare. This was noted in 4 cases (28 
per cent). All of the cases of this group belonged 
to the adenocarcinoma type of growth. 

There were 5 cases of carcinoma of the breast with 
neoplasms having their origin elsewhere. Two 
cases presented tumors of the breast and cervix 
at the time they were admitted to the hospital. 

The time which must elapse after treatment of a 
malignant disease before it is justifiable to conclude 
that a cure has been effected was extended first 
from one to three and later to five years or more. 
The author believes, however, that many record- 
ed metastases or residual growths from neoplasms 
previously treated are new foci of growth. 

A patient who has apparently been treated suc- 
cessfully for a malignant disease is not immune to 
the growth of further neoplastic tissues. If the 
origin of his tumor was an embryonic rest, he may 
have many more such rests in his body. If the 
important etiological factor is specific cancer infec- 
tion — an organism — re-infection is possible. 

H. A. McKnicut, M.D. 


Shannon, J. W.: The Essential Factors of Cancer 
Causation. Boston M. & S. J., 1921, clxxiv, 505, 
542, 572. 608, 632. 


The author states that the stimulus which causes 
the cells of the body to depart from their normal 


development and reproduce themselves in excess 
of the normal requirements of the body is a stimulus 
of fertilization which is distinct from that causing 
normal growth. 

It is evident that the essential factors in the prob- 
lem of cancer are four, namely, the fertilizing agents, 
the living tissue cells, lesions, and water. The 
fertilizing agents and the living tissue cells are of 
theoretical importance only, but lesions and water 
are necessary for the explanation of all the practical 
problems of cancer causation and prevention. By 
“lesion” is meant a breach or defect in the protec- 
tive surfaces of the body, and by “water” is meant 
unsterilized water. 

Surface water may be divided into three types 
according to the number of protozoal organisms in it. 
From the Mortality Reports of the United States 
Bureau of the Census the author finds that in those 
States in which cancer is most prevalent there is 
more water of the stagnant type in which the maxi- 
mum numbers of protozoal organisms are found. 
He has noted also that where the mean annual tem- 
perature of the water is greatest the incidence of 
cancer is least. This is explained, he believes, by 
the fact that increased temperature lowers the 
viscosity of water and protozoal organisms cannot 
maintain themselves at the surface of waters of low 
viscosity. Cancer incidence varies about inversely 
with that of typhoid, a water-bcrne disease due to 
pathogenic bacteria. Where protozoal organisms 
predominate it seems probable that they have de- 
stroyed the bacterial organisms. 

In examining the organs affected by cancer the 
author found that 83.1 per cent of all cancers appear 
in structures which together constitute only a small 
part of the body, namely, in the skin, the female 
breast, and the alimentary and female generative 
systems, only 16.9 per cent being distributed among 
all the other structures of the body. This distribu- 
tion coincides with the sites at which there is a 
co-operation of lesions with water, and perhaps, in 
fact, where water is longest in contact with a lesion. 
The apparent immunity of the Japanese, who bathe 
a great deal, to skin cancer is due possibly to the 
fact that the bathing is done in water of much higher 
temperature than elsewhere and therefore sterile or 
nearly sterile. 

In conclusion the statement is made that if the 
causative agent of cancer is conveyed to the body 
in water the boiling of water used for drinking, 
washing, and bathing should prevent the disease. 

I'REDERICK CHRISTOPHER, M.D. 


Gundermann, W.: Air Embolism (Ueber Luftembo- 
lie). Mitt. a. d. Grenzgeb. d. Med. u. Chir., 1921, 
xxxiii, 261. 

‘The entrance of air into the heart occurs through 
the venous system. There are four paths of entry: 
the intercostal veins, the bronchial veins, the pul- 
monary veins, and the extrathoracic veins. From 
the point of entry the air goes to either the left or 
the right heart. The intercostal and extrathoracic 
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veins lead the air into the right heart, while the 

pulmonary veins carry it into the left heart and the 

— veins carry it into both halves of the 
eart. 

From the left heart even very small amounts of air 
may be fatal by causing embolism of the coronary 
arteries. In such cases death occurs through 
asystole, respiration ceasing later. It has been said 
that death is too sudden for brain embolism to be 
its cause. Nevertheless it has been proved that 
death may occur from brain embolism. 

The distant murmur does not occur when the 
side of the heart involved is the left side, but now 
and then a low tinkling sound is audible for a mo- 
ment. Accordingly, the distant murmur is of value 
in the differential diagnosis as it is pathognomonic 
for air embolism in the right heart. 

The symptoms of air embolism in the left heart 
are few. There is merely slowing of the respiration. 
Death occurs suddenly. The right heart endures a 
greater ingress of air than the left. The continuous 
aspiration of air through a pulmonary vein plays a 
fatal réle. Any further diastole with its suction 
effect and any inspiration may be fatal. 

When the right heart is involved, postural therapy 
is of some benefit. It should be kept in mind that 
empty veins aspirate air much more easily than 
those well filled with blood. For this reason the 
field of operation should not be higher than the 
heart. We can take no steps against embolism of 
the left heart. Small amounts of air in the right 
heart are not dangerous but larger amounts endanger 
life by embarrassing the pulmonary circulation. 
Following death from air embolus in either the right 
or the left heart all attempts at resuscitation are in 
vain. They are rendered futile by the action of the 
left ventricle which remains flaccid. The over- 
distended right heart often still continues to contract 
weakly a few times. The empty left heart, on 
the other hand, will continue to contract when 
massaged but the coronary vessels receive no blood 
and the heart cannot again take up its work be- 
cause it receives no further nourishment. 

Cottey (Z). 


SERA, VACCINES, AND FERMENTS 


Mackenzie, G. M., and Leake, W. H.: The Relation 
of Antibody and Antigen to Serum Disease 
Susceptibility. J. Exper. M., 1921, xxxiii, 601. 


The authors state that Longcope and Rackemann 
have reported observations on the precipitin, 
anaphylactic antibody, and cutaneous hyper- 
sensitiveness in persons to whom serum had been 
administered therapeutically. In the course of these 
studies two patients were encountered who did not 
develop serum disease. It was found that in these 
cases no precipitin was demonstrable in the blood. 

The studies reported in this article were under- 
taken by the authors with a three-fold purpose: 
(1) to pursue further the investigation of the 
relations between precipitin formation and the 


symptoms of serum reactions; (2) to determine 
whether or not the disappearance of horse serum 
from the circulation can be brought into relation 
to precipitin formation or the symptoms; and (3) 
to investigate further the factors concerned in the 
non-susceptibility of certain persons to serum 
sickness. : 

The presence in the patient’s serum of the anti- 
PNeumococcus or antimeningococcus horse serum, 
which the authors refer to as “precipitinogen,” 
was determined by specific precipitation with the 
serum of rabbits immunized against horse serum. 
For their experiments this anti-horse rabbit serum 
was used in all the tests without inactivation and 
without preservatives, but was diluted with an 
equal volume of normal salt solution. Each day on 
which tests were made the rabbit serum was titrated 
against dilutions of normal horse serum, and to 
insure the specificity of the reactions it was titrated 
against several dilutions of normal human serum. 
However, because of the frequent occurrence of 
prozone phenomena, it was found necessary to set up 
several dilutions of each of these controls as some- 
times an anti-horse rabbit serum which gives no 
precipitation when diluted with human serum will 
give a definite clouding. 

In the determination of precipitinogen another 
possible source of error which must be guarded 
against was encountered. It is well known that an 
immune serum may contain both precipitin and 
precipitinogen without forming a precipitate, but if 
two such sera are mixed, precipitation follows. In 
determining the titer of precipitinogen in the 
patient’s serum, therefore, it is important to use 
only immune sera which have been tested and found 
to be free from precipitinogen. ' 

Studies on 19 patients to whom foreign serum had 
been administered for therapeutic purposes are 
reported. Analysis of the results obtained by 
following the precipitinogen in the circulation and 
comparing these factors with the time of appear- 
ance, intensity, and duration of the symptoms shows 
that the 19 patients fall into three groups. 

The first group included 11 patients. These were 
good precipitin formers. They had severe serum 
disease, and the precipitinogen disappeared from 
the circulation at about the time the symptoms 
subsided. 

The second group included 4 patients who had 
little or no serum disease, in whose circulation little 
or no precipitin was demonstrable, and in whom the 
precipitinogen persisted in the circulation as long as 
the patient could be kept under observation— 
from fifty-two to sixty-seven days. 

The remaining 4 patients formed a more or less 
distinctly intermediate group. 

The results lend further support to the conception 
of serum disease as an antigen-antibody reaction. 

The possibility that the results indicate a factor 
which may be of importance in the mechanism of 
natural immunity is discussed. 

G. E. Bemsy, M.D. 


GENERAL SURGERY — MISCELLANEOUS 307 


Armstrong, G. E.: Immunity in Surgery. Surz., 
Gynec. & Obst., 1921, xxxii, 399. 


Two of the three fundamental problems of surgery, 
the application of the ligature and anesthesia, are 
established on a fairly satisfactory basis. The third, 
immunity, demands further study and investigation. 

It is a mistake to define immunity as merely 
purposeful protection, as has been done in the past, 
for not all immunity reactions are protective. It is 
more nearly correct to define it as the sum-total 
of all interactive processes which occur in an or- 
ganism when it is resisting an invasion. 

Ehrlich believed that immunity reactions are 
entirely chemical. He regarded the toxin of bac- 
teria as a definite chemical compound which is 
neutralized in the same way as an acid is neutralized 
by an alkali or by another chemical compound, the 
antitoxin, which is manufactured by the body cells. 
It is now known that toxin antitoxin reactions are 
extremely complicated colloidal reactions and that 
toxins and antitoxins themselves are very complex. 
Toxin antitoxin union is dependent upon the 
physical character rather than upon the specific 
chemical reactions of the two substances. There- 
fore, immunity reactions are only relatively specific. 

Two other important immunity reactions have 
recently acquired a different explanation and sig- 
nificance—chemotaxis and phagocytosis. Metch- 
nikoff believed that phagocytosis, the ingestion and 
annihilation of bacteria by cells, is the principal 
method of cell defense, while the research of Wright 
led him to the conclusion that differences in pha- 
gocytic action depend upon the presence or absence 
of specific substances, opsonins, which prepare 
foreign particles for ingestion by the phagocytes. 
We now know that movement of, and ingestion by, 
cells are essentially surface tension phenomena. 
Cells suspended in a medium behave as drops of 
colloids, and their movement and ingestion of 
foreign particles depend upon physical changes in 
their environment rather than chemical affinity. 

It is probable that the multitude of immunity 
reactions which were formerly believed to be due to 
specific chemical substances and processes and sug- 
gested numerous hypothetical substances and com- 
plicated reactions may ultimately be grouped and 
explained by the general laws of colloidal relations. 

SAMUEL Kaun, M.D. 


Gurd, F. B.: Reactions to the Parenteral Intro- 
duction of Horse Serum in Man. Arch. Surz., 
1921, ii, 409. 

The clinical phenomena which are grouped under 
the heading of “serum sickness’ are manifestations 
of intoxication or irritation of the body tissues due 
to an alteration in the character of the injected 
serum protein molecule. This alteration of the mole- 
cule is due to the activity of specific substances 
present in the tissues and body fluids. The stimula- 
tion necessary for the elaboration of such specific 
substances is a previous exposure of the tissues to 
the same protein. 


The alteration which takes place in the injected 
protein molecule—perhaps a cleavage of the mole- 
cule—results in a product which is extremely 
irritating to the tissues and especially to the involun- 
tary muscle. 

The animal or person whose tissues are hyper- 
sensitive to a specific protein is said to be “anaphy- 
lactic.”” When the reaction which occurs as the result 
of the interaction of injected protein and anaphy- 
lactic substances takes place in fulminant fashion, 
the phenomenon is known as “anaphylactic shock.” 
When, in consequence of either incomplete hyper- 
sensitiveness, small dosage, or gradual exposure 
of the injected serum to the anaphylactic bodies, the 
reaction is more gradual in onset and less severe, 
the condition is sometimes referred to as “subacute 
anaphylaxis.” 

In the human being it is this less severe and more 
gradual type of reaction which is usually encoun- 


‘tered. The term “allergy” is ordinarily used to de- 


signate the focal visible reaction which occurs at the 
site of introduction of the protein antigen in sen- 
sitive persons. The manifestations as ordinarily 
seen in man are: 

1. Aninflammatory reaction—mild to moderately 
severe cellulitis—at the site of injection. This may 
be accompanied by lymphangitis and lymphadenitis. 

2. Pyrexia, with accompanying headache and 
anorexia and an accelerated pulse rate. 

3. Skin eruptions, commonly of an urticarial or 
erythematous type. 

4. Joint pains, presumably due to swelling of the 
synovial membranes. 

5. Occasionally, though rarely, accompanying the 
general urticaria and oedema of the skin, cedema 
of the larynx. 

6. In nearly all cases the presence of albumin in 
the urine for a short period. On this point sufficient 
data are not available. 

7. Leucocytosis, which may be marked, during 
the stage of pyrexia. When the reaction occurs 
immediately after the injection, leucopenia is noted. 
It is not improbable that a similar leucopenia 
occurs early in the reaction period in cases which 
later show a leucocytosis. 

In hypersensitive persons an immediate reaction 
takes place. The manifestations of this are: 

1. The focal inflammatory reaction at the site of 
the injection is more severe and occasionally results 
in suppuration or even necrosis of tissue. 

2. There is often a feeling of fullness or pain in 
the epigastrium. 

3. Vomiting and diarrhoea occur, the latter often 
being bloody. 

4. There may be marked splanchnic dilatation 
as evidenced by collapse, a drop in the blood 
pressure, and tachycardia. Examination of the blood 
reveals concentration. Such an effect may result 
ultimately in the complete arrest of the circulation 
and death. 

5. There may be marked dyspnoea accompanied 
by cyanosis and a choking sensation. Death may 
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supervene from arrest of respiration. In exceptional 

cases following an immediate splanchnic reaction 

with subsequent more or less complete apparent 

recovery, a recurrence of the collapse state which 

~ end in death may occur after the lapse of some 
ours. 

Hypersensitive persons may be desensitized so 
that large amounts of serum may be injected with- 
out danger. The method of desensitization em- 
ployed by the author is described. 

Avoidance of reaction is of greater value than 
treatment. In all suspicious cases the absence of 
hypersensitiveness should be proved by means of an 
intradermal test prior to the injection of serum for 
prophylactic or therapeutic purposes. If the patient 
is found to be sensitive he must be desensitized. 

In cases of severe reactions treatment must be 
undertaken promptly and pushed to the utmost. 
The author discusses the various procedures which 
apparently have been proved to be of value. 

SAMUEL Kaun, M.D. 


BLOOD 


Taddei: A Case of Hzemorrhagic Leukzemic 
Infiltration into the Muscles of the Thigh 
(Di un infiltrato leucemico emorragico nei muscoli 
della coscia). Riforma med., 1921, Xxxvii, 505. 


A woman of 28 had an indolent painful swelling 
of the upper third of the inner surface of the right 
thigh, an enlarged and very hard spleen, and an 
enlarged liver. There was a prominent venous net- 
work in the inguino-crural region. The blood count 
showed 3,440,000 red cells, and 192,000 white cells. 
The hemoglobin content was 55 per cent. There 
were many myelocytes of various types, hyaline, 
granular, eosinophile, basophile, and large mononu- 
clears. This was evidently a case of myeloid leu- 
kemia. 

Banti has pointed out that myeloid leukemia 
may give rise to metastases. The enlargement of 
the liver is due to infiltration of leukemic tissue 
into the hepatic parenchyma, and the retinitis to 
leukemic infiltration into the retina. There may 
be leukemic infiltrations also into the skin and 
subcutaneous tissues giving rise to the so-called 
sarcoid tumors. There is a marked tendency of 
the newly formed tissue to infiltrate the vessel 
walls, push up the endothelium, and even cause 
ulcers. 

In the case reported the swelling was due to leu- 
kemic infiltration of the muscles of the thigh. There 
had been a hemorrhage due to trauma but this had 
been absorbed. That the swelling was not a simple 
haematoma was shown by the fact that there was 
marked hypotrophy of the leg and the lower part 
of the thigh. The patient also showed a pronounced 
tendency to hemorrhage; she had epistaxis, bleed- 
ing from the gums, and even hemoptysis, though 
examination of the thorax was negative. This form 
of leukemia is almost invariably fatal. 

A. G. Morean, M.D. 
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BLOOD AND LYMPH VESSELS 


Bonnet, P., and Barbier, L.: Secondary Ruptures 
of the Internal Mammary Vessels in Fractures 
of the Sternum (Les ruptures sécondaires des 
vaisseaux mammaires internes dans les fractures du 
sternum). Lyon chirurg., 1921, xviii, 207. 


Rupture of the internal mammary arteries and 
veins is a rare complication of fractures of the 
sternum. The authors deal only with rupture 
secondary to fracture. They report two such cases 
observed during the war. In the first case rupture 
of the internal mammary artery was observed 
clinically following a sternal fracture but the authors 
are unable to affirm definitely that the vessel was 
not damaged by the original injury. In the second 
case the vessels apparently remained intact at the 
time of the injury, but rupture of the internal 
mammary artery occurred on the fifth day following 
an effort and the patient died two days later. Au- 
topsy showed a hemothorax undergoing purulent 
change. 

The authors believe that secondary hemorrhages 
of the internal mammary vessels may be due to 
traction on vesse!s left intact by the original 
injury. In their opinion this hypothesis is preferable 
to the assumption that they are caused by over- 
riding of the fragments or the action of a bone 
spicule for in fracture of the sternum the tendency 
of the sternal fragments is to separate rather than 
to override. Therefore rupture of the vessels must 
be due to this separation. In experiments to test 
their theory they observed, first, rupture of the 
collateral vessels, and then, when the separation 
was increased, rupture of the main arterial trunk 
itself. The anatomical attachments of the internal 
mammary artery to the sternum show that its 
elasticity is very limited. Therefore the possibility 
of such a secondary complication in transverse 
fractures of the sternum is always present. The 
same is true with regard to resections of the sternum. 

W. A. BRENNAN. 


SURGICAL DIAGNOSIS, PATHOLOGY, 
AND THERAPEUTICS 


Bensaude, R., and Lelong, M.: Two Modifica- 
tions to Facilitate the Technique of (sopha- 
goscopy: The Jointed (sophagoscope and 
the Ventral Position (Deux modifications des- 
tinées 4 faciliter la technique de l’cesophagoscopie, 
Vcesophagoscope 4 crémaillére et la position ven- 
trale). Presse méd., Par., 1921, xxix, 413. 


In the authors’ modification of Bruening’s cesoph- 
agoscope the single internal tube is replaced by 
an inner tube of several separate segments fitting 
into each other, and the external handle which 
moves the inner tube is replaced by a screw and 
ratchet arrangement somewhat similar to that of a 
microscope. After passage through the external 
tube the segments of the inner tube which move by 
ratchet can take different directions from the 
external tube. 
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An cesophagoscopic examination in the ventral 
position, another modification of technique sug- 
gested by the authors, is made in three stages cor- 
responding to the three principal directions of the 
cesophagus. In the first stage the tube is ascending 
toward the patient’s back, in the second stage it is 
horizontal, and in the third stage it should descend 
toward the abdomen. 

The ventral position is often sufficient to assure 
drainage of the saliva and of fluids contained in the 
cesophagus. However, in cases in which the fluid 
to be evacuated ‘s very abundant the best apparatus 
is a water tube or an electric aspirator. The authors 
use an aspirator similar to that employed by sur- 
geons to aspirate the blood from the wound in facial 
operations. This consists of a centrifugal pump 
attached to a motor the speed of which is regulated 
by arheostat. There is always a sufficient vacuum 
to aspirate every drop of fluid and keep the visual 
field continually dry. 

In the authors’ opinion the technique of choice 
for cesophagoscopy is examination in the ventral 
position with the ratchet and screw cesophagoscope. 
This is the most suitable method for the operator 
and the least disagreeable for the patient, especially 
when it is a matter of examining the cardia and the 
lower part of the oesophagus. The ventral position 
enables the operator to dispense with the services 
of an assistant. W. A. BRENNAN. 


EXPERIMENTAL SURGERY AND SURGICAL 
ANATOMY 


Demel, R.: Vessels of the Dura Mater and Their 
Relation to the Formation of the Sulci Ar- 
teriosi (Die Gefaesse der Dura mater encephali 
und ihre Beziehung zur Bildung der Sulci arteriosi). 
Arch. f. klin. Chir., 1921, cxv, 714. 


In the autopsy on a man 82 years of age the 

skull was found to be hollowed out to a depth of 
4%4 cm. by the course of the middle meningeal 
artery so that it seemed as if a finger laid on the 
proper spot during life would have felt the pulsation 
of the vessel. Because of this finding the author 
made a study of the dural vessels at different ages 
and compared their structure with that of the per- 
ipheral arteries. 
_ With the exception of the elastica interna, the 
intima of the peripheral vessels seemed thicker than 
that of the dural vessels. The dural vessels were 
found to lack the longitudinal elastic bundles ex- 
tending inward from the intima. On the other 
hand, the elastica interna of the arteria meningea 
is two or three times as thick, and at times appears 
as if doubly lamellated. The elastic elements of 
the intima are accordingly more strongly developed 
and able to withstand greater mechanical action 
than the elastica interna of the peripheral vessels. 

The media of the dural vessels in comparison with 
that of the peripheral vessels is relatively poor in 
elastic elements. Moreover, an elastica externa is 
cither absent in the dural vessels or only very 


weakly developed. The adventitia contains no 
elastic elements. In deep sulci arteriosi the elastic 
elements of the elastica externa are less strongly 
developed than in cases in which the sulci are less 
distinct. Functionally, the thickness of the elastica 
interna is explained by the fact that the latter 
suffers the first onslaught of the blood wave and 
consequently must be most strongly developed. 
The weak development of the elastica externa is 
due to the stiff backing the vessel receives from its 
firm embedding between the bone and the dura 
which prevents dilatation. 

It was found that the sulci develop during the 
second half of foetal life and that the degree of their 
depth at the different ages is variable. 

The essential factors in the development of the 
sulci arteriosi are therefore: 

1. The paucity of elastic elements in the outer 
coats of the dural vessels. 

2. The firm fixation of the dural vessels to the 
bone due to their relation to the dura mater and 
the relation of the dura to the skull bones. 

3. The acuteness of the angle of branching of the 
middle meningeal or internal maxillary arteries 
from the external carotid with regard to their 
approach to the straight line of the stream bed. 

4. The effect of the centrifugal impetus of the 
blood wave in the vessels conforming to the con- 
cavity of the skull. KAERGER (Z). 


ROENTGENOLOGY AND RADIUM THERAPY 


Schmitz, H.: The Relation of the Science of Physics 
to Radiation Therapy. Am. J. Roentgenol., 1921, 
N. S. viii, 285. 

Much of the progress in radiation and roentgen 
therapy has been made possible by the co-operation 
of the sciences of physics, chemistry, and medicine. 
A biological unit of dose has been defined, measuring 
instruments have been perfected accurately to 
gauge the dose, and clinical investigations have 
progressed so far that lethal dosages for normal 
and abnormal tissues have been established. 

During the last year the author had the opportuni- 
ty to observe the radiation investigations done in 
England, France, and Central Europe. Of the 
varied research carried on he deems most important 
that which is concerned with the measurement of 
radiation. These investigations he explains in detail. 

Brief reference is made to an electrometer devised 
by Szilard which permits the measurement of 
radiation units. Friedrich perfected a modification 
of this which makes it possible to insert the measuring 
chamber into the body cavities and water phantoms 
and thus measure the radiation intensities actually 
obtained at the seat of the lesion. Tables are given 
showing the intensities of radiation at various 
distances from the source. The therapeutic applica- 
tion of these values has been worked out by Opitz 
and Friedrich. The tables and figures show the 
dosages at various distances for an hour’s appli- 
cation. 
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To apply the results obtained to therapy it was 
necessary to ascertain a biological unit of dosage. This 
unit is the dosage necessary to produce a mild in- 
flammatory change in the normal skin characterized 
by the appearance within eight to ten days after 
radiation of an erythema and subsequent desquama- 
tion, and after three to four weeks by epilation and 
brownish discoloration of the skin area. It is termed 
an “erythema dose” and is the standard of com- 
parison for all tissues and radiation reactions. Com- 
parative doses to produce definite changes in other 
normal and abnormal tissues have been determined 
and are discussed in detail. 

Close application of the results of the experimental 
studies permit accurate knowledge of what may be 
expected in any given condition. In the treatment 
of uterine cancer with radium applied locally it may be 
impossible to effect the degeneration or death of all 
carcinoma cells without causing irreparable injury to 
some of the surrounding structures, and it may be 
necessary to supplement the local radium therapy 
by other means such as the application of the 
roentgen ray. The author has measured the roent- 
gen-ray intensities at different levels and shows such 
values graphically. By combining the use of radium 
and the roentgen rays keeping in mind the total ef- 
fect of the combined radiations, it is possible to cause 
destruction of certain organs without endangering 
others. 

The exhaustive research on radiation intensities 
carried on by the physicists has enabled the clinician 
to work out a technique which conforms to the most 
important ‘requirement of cancer therapy. The 
carcinoma must be traversed by a homogeneous 
radiation intensity which will bring about degenera- 
tion of all the cancer elements without causing ir- 
reparable damage to the vital structures contained 
within this area. The future will tell us whether by 
this technique the prognosis of cancer will be im- 
proved. The primary results obtained are better 
than those from the use of radium alone. 

ApotpH Hartune, M.D. 


Stevens, R. H.: Some Points in the Radiotherapy 
of Deep-Seated Cancer. J. Radiol., 1921, ii, 21. 


The author discusses the various parts of the 
equipment used and calls attention to needed 
improvements in the apparatus and technique. 
He describes several accessories he has devised 
himself, such as a special wooden tube holder and a 
timer with an automatic switch. He believes that 
wider knowledge of dosage, filtration, and the sus- 
ceptibility of the different types of malignant cells 
to roentgen rays of different wave lengths is impera- 
tive. 

In reviewing the results of seventeen years’ 
experience with radiotherapy, Stevens finds that 
only a few patients with deep-seated cancer have 
survived for three years and still fewer have survived 
for five years. Most of the cases, however, were rather 
hopeless in. the beginning. The best results were 
obtained when suitable pre-operative as well as 
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postoperative treatment was given, but even 
following such measures there were many recur- 
rences. Several cases in which the results were 
unusually successful are reported in detail. 

Hartunc, M.D. 


Beck, E. G.: Denudation of Inoperable Cancer, an 
Aid for Efficient Radiotherapy. Minnesota Med.., 
1921, iv, 360. 

Radiotherapy after denudation was tried in about 
50 apparently hopeless cases. The results demon- 
strated that at least certain cases of this type may 
be benefited in this manner and possibly cured. The 
skin and other tissues overlying deep-seated malig- 
nant neoplasms absorb many of the rays which ought 
to reach the growth if it is to be eradicated. Hence 
the removal of these tissues materially facilitates the 
application of effective radition. Use may then be 
made of softer rays-which will be absorbed by the 
tumor cells and exert a more deleterious effect upon 
them than more penetrating rays which would be 
necessary otherwise. When radium capsules are 
embedded in the growth, the rays radiating in all 
directions are utilized instead of merely those radi- 
ating in one direction. 

The author cites a number of cases in detail in 
which the method described was used. Many of 
these, however, are of too recent date to warrant 
conclusions. He intends publishing a statistical 
report in about two years. Thus far the results 
have been encouraging. AvotpH Hartunc, M.D. 


Pfahler, G. E.: The Clinical Results from the 
Newer Technique of Deep Roentgenotherapy 
in Malignant Disease. Am. J. Roentgenol., 
1921, N.S. viii, 236. 

Following reports that better results were being 
obtained in Germany in the roentgen treatment of 
deep-seated malignant diseases by the use of a 
greater amount of filtration,longer skin focal dis- 
tances, and higher voltages, the author endeavored 
to change his technique to approximate these fac- 
tors as well as possible with the apparatus avail- 
able in this country. Instead of using 5 milliamperes 
of current at 126,000 volts at a focal skin distance 
of 20 cm. filtered through 6 mm. of aluminum for a 
period of eight minutes, he now employs 5 milliam- 
peres at 126,000 volts, filtered through 10 mm. of 
aluminum or glass at a focal skin distance of 30cm. 
for a period of forty to fifty minutes. He found 
that an erythema was rarely caused in forty minutes 
but usually resulted in fifty minutes. 

This technique has been developed gradually, in 
part by calculation and in part by experimenta- 
tion. With its use it is undesirable from every stand- 
point to limit the field of radiation to small areas 
as has been done in the past. It is always best to 
cross-fire as much as possible. Mere division of the 
surface of the body into small areas, as is often 
done, however, does not increase the cross-fire 


‘value. 
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Using the newer technique, Pfahler has obtained 
some very brilliant results not equalled by his former 
technique. He believes that it is desirable in all 
instances to give the malignant focus as much 
treatment within the first month or two as can be 
borne by the healthy tissues as in this way it is 
destroyed while it is still more sensitive to radiation 
than normal tissue. The best safeguard against an 
increase in the radiation sickness which is induced 
by the longer exposures was found to be the length- 
ening of the intervals between the treatments or 
doses. 

The author summarizes his conclusions regard- 
ing the new technique as follows: 

1. Increased filtration, with increased focal skin 
distance, will increase the value of deep radiation 
as compared to the surface effect. 

2. By increasing the two factors mentioned the 
time of radiation is greatly increased — probably 
five-fold. This prolonged radiation in itself may be 
an important factor in preventing cell division 
and regeneration of the cancer cells. 

3. As radiation sickness is increased extra effort 
must be made to overcome this effect. 

4. The greatest caution must be observed to 
keep the filters in place and at their full prescribed 
quantity. 

5. Increased protection is necessary for both the 
patient and the operator. 

6. The clinical results obtained from this new 
deeper technique excel those obtained formerly. 

ApotpH Hartunc, M.D. 


Sante, L. R.: Conclusions Drawn from the Con- 
sideration of 80 Cases of Pneumoperitoneum. 
J. Radiol., 1921, ii, 9. 

Pneumoperitoneum should be used, not to sup- 
plant other established methods of examination, but 
as an additional aid when the latter have failed to 
give the desired information or their use would 
be of no avail. It cannot be employed in lieu of a 
barium-meal examination for lesions of the gastro- 
intestinal tract, and it will not render tumor masses 
of the pyloric end of the stomach visible. It should 
not be used to obtain a plate of the kidneys unless 
the kidney outline cannot be made out and a 
urinary stone or other kidney condition is suggested 
by a definite shadow. It may be necessary for the 
differentiation of shadows suggesting urinary stones 
when the ureters cannot be catheterized. It should 
not be employed for the demonstration of gall- 
stones until a conscientious effort has been made to 
demonstrate them in the usual manner. If an 
examination has revealed nothing and a pathologic 
condition of the gall-bladder is suspected or if the 
usual method of examination has disclosed a sus- 
picious shadow, pneumoperitoneum is justified 
to localize the shadow to the gall-bladder area. 
Although the risk involved in the procedure and the 
discomfort to the patient are slight, these conditions 
do obtain and the promiscuous use of the method is 
not to be advocated. 


Indications for the use of pneumoperitoneum are 
fairly definite. The author divides the cases in 
which he has found it of value into six groups: 
(1) those in which information was desired concern- 
ing the presence, position, size, form, and mobility 
of the intra-abdominal organs, (2) those in which 
there were masses of undetermined origin, (3) 
cases of kidney or ureter involvement in which other 
methods did not yield the desired information, 
(4) cases of gall-bladder conditions in which the 
ordinary methods of examination failed, (5) cases 
in which there were postoperative or other adhesions 
to the abdominal wall or other viscera, and (6) 
cases of subdiaphragmatic conditions in which it 
was desired to determine whether the lesion was 
above or below the diaphragm, or whether this 
region was involved at all. 

Sante presents a brief description of the technique 
used. He describes by word and illustration the 
picture presented by normal and pathologic con- 
ditions and cites a few illustrative cases. 

The contra-indications to pneumoperitoneum are: 
(1) cardiac lesions with marked decompensation and 
irregularity, (2) advanced cases of nephritis with 
oedema and very high blood pressure, (3) acute intra 
abdominal lesions, and (4) acute pulmonary lesions, 
such as pneumonia. Hartune, M.D. 


Failla, G.: The Absorption of Radium Radiations 
by Tissues. Am. J. Roentgenol., 1921, n.s. viii, 215. 


This investigation was undertaken to determine 
the absorption by different tissues of the radiations 
of radium filtered through various thicknesses of 
metal. The scope of the work was to apply the 
knowledge thus obtained to radium therapy. The 
paper is summarized by the author as follows: 

The apparatus used, consisting of a gold-leaf 
electroscope and conical ionization chamber, and 
the experimental procedure are described in detail. 

The most important limitations imposed by the 
experimental method adopted are discussed. They 
are due to: (1) the use of a metal ionization chamber, 
(2) the use of a gas as the absorbing medium in the 
ionization chamber, (3) exclusion of scattered and 
secondary radiation produced in tissue, and (4) in- 
ability to reproduce physiological conditions in the 
physical laboratory. 

The absorption curves for aluminum, brass, and 
lead are given. From these it is seen that: (1) as the 
filter increases the transition from soft to hard radia- 
tion is sharp; (2) beyond a thickness of filter of a 
few millimeters in the case of aluminum and brass 
the absorption is exponential while in the case of 
lead it is not exponential in the range of thickness 
used; (3) filtration by a small thickness of metal is 
sufficient to give a radiation which is absorbed 
exponentially by metals of medium or léw atomic 
weight, this radiation, however, being not strictly 
homogeneous, as indicated by the lead absorption 
curve. 

As the criterion for the quality of radiation to 
be used in deep therapy is the exponential absorp- 
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tion of the radiation by tissue, it is evident that: 
(1) a metal should be used as the primary filter, 
(2) a secondary filter, composed of light elements 
like tissue, should be used to remove the soft second- 
ary radiation of the metal, (3) there are different 
combinations of primary and secondary filters suit- 
able for deep therapy, and (4) beyond a certain point, 
additional filtration, while increasing the pene- 
trating power of the radiation slightly, decreases 
the intensity of the radiation considerably. 

In deep therapy the limiting factor is the effect 
on the skin. Therefore it is important to know 
what fraction of the skin radiation reaches a given 
depth of tissue. The value of this fraction can be 
varied within limits by varying the distance of the 
applicator from the skin or the filtration. 

An example is worked out to show that in the 
case of gamma rays it is more economica! to increase 
the percentage of the skin radiation which reaches 
a deep tumor by increasing the distance of the appli- 
cator than by increasing the filtration. 

A second example shows that when two sources 
of radiation of distinctly different penetrating 
power are used, the same percentage of a skin dose 
at a certain depth of tissue can be obtained in either 
= by choosing the distance of application prop- 
erly. 

A table shows that when the distance of the appli- 
cator is great in comparison to the tumor depth, the 
penetrating power of the radiation has the greater 
influence on the tumor dose, but when the distance 
of application is about the same as the tumor depth 
and the radiation is very penetrating, the distance 
has the greater influence on the tumor dose. 

It is shown also that when the distances are 
adjusted so as to obtain the same skin dose and 
the same dose at a depth of 3 cm., radiation 
of different degrees of hardness being used, the 
doses are not the same at any other tissue depth, 
and especially at greater depths than the one for 
which the doses are the same. 

The coefficient of absorption is the important 
factor which identifies radiation. The numerical 
value depends on the quality of the radiation and 
the nature of the absorber. : 

When the same tissue is used as an absorber and 
the filtration of radium rays is varied in steps from 
0.48 mm. of brass to 3 mm. of lead, the coefficient 
of absorption gradually decreases from 0.0765 to 
0.0709. But while the penetrating power of the 
radiation is increased 7.3 per cent by the additional 
filtration, the available radiation is decreased 65 
per cent. 

The same radiation (1.92 mm. brass filter) is 
absorbed to a different extent by different tissues. 
For soft tissues the coefficient of absorption is pro- 
portional to the density of the tissue. 

The absorption of tissue of. different organs 
(except lung tissue, fat, and solid bone) is nearly 
the same. Therefore if 0.075 is taken for the value 
of the coefficient of absorption of gamma radiation 
filtered through 1.92 mm. of brass, one is sure to 
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be on the safe side in any calculation for practical 
use. Corresponding to this value of the absorption 
coefficient, the thickness of tissue necessary to 
absorb one-half of the radiation is 9% cm. As a 
round figure easy to remember. the half value thick- 
ness of human muscle tissue for gamma rays may 
be regarded as 10 cm. : 

The presence of bone in the path of the radiation 
is of no great consequence in regard to the amount 
of gamma radiation which reaches the tumor beyond 
it. The only part of the bone which absorbs consid- 
erably more than muscle is the solid part. In any 
practical case, however, this makes up a small 
fraction of the total thickness traversed by the 
radiation. In the case of the X-rays bone plays a 
more important part. 

The results obtained from the experiments 
described in this article can be used for the solution 
of problems in radium therapy subject to the fol- 
lowing limitations: 

1. The calculated amount of radiation reaching 
any given tissue depth is always the minimum 
amount which will reach this depth under the con- 
ditions of radiation. 

2. Skin doses of beta and gamma radiation are 
not to be compared according to the ionization 
values given in the accompanying figures. They 
must be determined independently by physiological 
experiments. Hartunc, M.D. 


INDUSTRIAL SURGERY 


Deal, D.: Subsequent Treatment in Casualty 
Cases. Illinois M. J., 1921, xxxix, 413. 


This is a brief article dealing with the various 
means of administering physical therapy. massage, 
electrotherapy, and hydrotherapy in accident cases. 
The author urges the adoption of these well-tried 
measures in order that this group of patients may 
be saved from quacks and charlatans. In his 
opinion the surgeon requires the services of a well- 
trained physical therapist equally as much as those 
of a radiologist. 

Practically every casualty condition, except infec- 
tion and malignancy, will improve under scientific 
physiotherapy employed to overcome shortening 
of the fibro-elastic elements in tendons, soften 
and free adherent scars, and relieve pain and 
swelling. By hastening repair we shorten disability. 

Massage is of value, especially in the treatment 
of splinted limbs, to maintain the tone of the 
muscles, to prevent ankylosis, and to shorten the 
time for union. 

Diathermy is of great benefit in the treatment of 
swelling and pain incident to fracture and sprain. 
It penetrates deeply and produces extensive and 
lasting hyperemia which relieves congestion and 
promotes healing. 

Negative galvanism attracts hydrogen and may 
be used to overcome cicatricial contractions. 

The slow sinusoidal current is of greatest value 
when employed with active muscular exercise. 
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The faradic current is employed to limit degenera- 
tion and relieve pain. The static current is of value 
in cases of neuritis and sprain. 

Hydrotherapy is used in the after-care of emer- 
gency cases because of its stimulating effect, es- 
pecially when hot and cold water are used alter- 
nately. 

Heat may be conductive or radiant; the latter is 
more effective and less dangerous. 

J. J. Lesowrrz, M.D. 


Mock, H. E.: Reconstructive Surgery. Minnesota 
Med., 1921, iv, 343. 


Statistics compiled by the Department of Labor 
in 1917 show that annually 875,000 men and women 
are disabled for more than four weeks, 76,000 persons 
suffer loss of members, at least 200,000 are otherwise 
permanently disabled, and 28,000 persons are killed 
in industrial accidents. 

The author defines the various terms used in re- 
constructive surgery. Physical reconstruction com- 
prehends continued and complete medical and 
surgical treatment until the maximum physical and 
mental restoration of the disabled person has been 
secured. Various adjuncts to physical reconstruction 
include functional re-education, occupational thera- 
py, physiotherapy, and rehabilitation. 

Functional re-education consists of various 
methods to restore function in a disabled part, to 
train other members to new work, or to teach 
persons who have been subjected to an amputation 
the use of artificial appliances. 

Occupational therapy is the use of some form of 
work to activate certain muscles or disabled mem- 
bers of the body for their functional restoration, or to 
keep the patient’s mind and body occupied during 
the long period of the convalescence. 

Physiotherapy includes the use of massage, hydro-, 
electro-, and mechano-therapy, muscle training 
exercises, gymnastics, and calisthenics to restore 
function or build up the patient’s general condition. 

Rehabilitation, or the refitting of the disabled 
man for an independent economic position in society, 
consists of non-medical and non-surgical measures 
including vocational training and the replacement 
of the handicapped at lucrative employment. 

The author states that many industries practice a 
false form of economy by employing cheap under- 
trained surgeons. In Pennsylvania the gross total 
of workmen’s compensation awarded and paid for 
fatal accidents and those causing disability amounted 
to $16,917,000.00 during two and one-half years. 
Figures from other states indicate that considerably 
more than $100,000,000 annually is disbursed in 
payment of accident compensation claims through- 
out the United States. 

In Chicago there is an organization known as the 
“Service League for the Handicapped”? which 
gives practical assistance to the work of rehabilitat- 
ing those physically handicapped by disease as well 
as by accident. This organization has an executive 
committee of fifteen influential men, representing 
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business, medicine, education, and safety engineer- 
ing. Its board of management is composed of 
delegates from almost every agency in the city deal- 
ing with some phase of the problem of the handi- 
capped. Although only one year old, this organiza- 
tion has accomplished the rehabilitation of 260 
permanently handicapped persons, many of whom 
were absolutely dependent upon relatives, friends, 
or the Associated Charities. 

The author presents thirteen very interesting 
illustrative cases. FREDERICK CHRISTOPHER, M.D. 


Mehl, W.: What Constitutes a Fair Estimate 
of the Loss of the Use of anEyein Workmen’s 
Compensation Cases? Med. Rec., 1921, xcix, 
826. 


The author calls attention to the present lack of 
agreement on the part of ophthalmologists as to 
what should be considered the standard for fixing 
the percentage of loss of vision sustained by an 
injured eye in workmen’s compensation cases. 
A man who is told in New York that the efficiency 
of his injured eye has been reduced one-half, learns 
in Illinois that the loss was only 11 per cent, and in 
Wisconsin that he suffered an impairment of only 
6 per cent. In the State of New York the law 
makes one hundred and twenty-eight weeks of com- 
pensation the maximum payable for the loss of an 
eye. The legislature of 1920 added two important 
amendments, to wit: ‘‘The loss of 80 per cent of the 
vision of the eye shall be considered to be the - 
equivalent of the loss of the use of the eye, and the 
loss of binocular vision shall be considered to be 
equivalent to the loss of one eye.” 

In Mehl’s opinion the safest standard for deter- 
mining a percentage of vision is supplied by the 
Snellen test. By this test 20/40 means 50 per cent 
loss of vision, 20/60 means a 662% per cent loss, 
20/80 means a 75 per cent loss, etc. In addition to 
being simple, this test is just. Accidents causing 


_loss of field (peripheral) vision alone are so extremely 


rare that the average injury to the eye should not 
be minimized by the thought that perhaps the field 
(peripheral) vision has sustained a less serious loss 
than the central vision. As regards binocular vision, 
the author holds that it is affected in some measure 
by every impairment of central vision. 

FREDERICK CHRISTOPHER, M.D. 


LEGAL MEDICINE 


Parks, A. H.: The Medicolegal Expert. J.- 
Lancet, 1921, n.s. xli, 292. 


The medical man is called upon as an expert wit- 
ness for the purpose of enlightening the court and 
jury upon those subjects in which he is supposed to 
be an authority because of special study and prac- 
tical experience, and by virtue of authority granted 
him by the State to practice the general subject of 
medicine and surgery. The expert medical witness 
is a necessity, and it devolves upon the medical pro- 
fession to supply the need for such witnesses. To 
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those who are professionally and temperamentally 
qualified as experts and are willing to make a study 
of this branch of work, there is an opportunity 
also to earn remunerative fees. 

The ideal medical expert is one who has estab- 
lished for himself a personal and professional reputa- 
tion for integrity and has a wide range of general 
knowledge in the field of medicine and surgery in 
addition to that gained from special study and pre- 
paration in his particular branch or specialty. He 
is able to express himself clearly in simple language 
which can be understood by the layman and to 
speak loudly enough and to enunciate clearly enough 
so that everyone interested in the case is able to 
hear his testimony without confusion. His tem- 
perament is cool and judicial, for the ability to keep 
his temper under often trying circumstances is 
essential. He is a clear thinker and able to say 
enough without confusing the issue. Above all, he 
is not ashamed to say, “I do not know,” — an 
answer, incidentally, that would keep many an 
expert out of deep water. An ability to see ahead 
and anticipate in his own mind the point toward 
which counsel is wandering by devious routes has 
helped many men to arrive at final conclusions in 
an orderly fashion. 

The present method of selecting experts used by 
attorneys of the plaintiff and defendant could be 
greatly improved by leaving such selection to the 
court. A joint examination of all hospital records, 
X-ray plates, and laboratory data at hand, with a 
free and frank expression of opinions, would go far 
toward establishing a fairly uniform diagnosis and 
prognosis. 

The subjective symptoms often lead to a wide 
variation of opinion, depending upon the expert’s 
belief in the truthfulness of the statements of the 
patient. An honest difference of opinion in open 
court occasionally can be well understood and toler- 
ated, and no special harm is done except to the 
feelings of the experts themselves; in such a cir- 
cumstance the court and jury usually put no weight 
whatever on the expert testimony offered. 

As human nature is the same in the members of 
the medical profession as in all others, it is difficult 
to retain a judicial mind when dealing with cases 
of injury or illness. The attorney and patient are 
usually certain to make out for their case all there is 
in it without always giving due regard to the facts. 
The defendant, on the other hand, is just as certain 
to minimize the findings unfavorable to his cause. 
To the expert falls the duty of determining the exact 
point of truth between these diverging views. It 
is, therefore, most essential to approach the problem 
from the very beginning with an unbiased mind. 
This attitude is best attained by not associat- 
ing as an expert too long with either the plaintiff or 
the defendant side of litigation. 

An order of the court appointing disinterested 
experts, together with an order producing all medi- 
cal records bearing on the case for the guidance of 
the experts in the formation of an opinion, would be 
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an ideal toward which members of the medical pro- 
fession might well strive. An expert witness is not 
in any sense an advocate, and any tendency to so 
appear goes further to discredit his views with both 
court and jury than any other position he might 
take. The one and only duty of the expert is to 
present his views on a technical subject to the best 
of his ability so that the court and jury may so un- 
derstand the subject in hand that they may reach a 
definite and proper conclusion. 

Any attending physician or surgeon may be called 
into court by subpeena if the subject of his services 
comes into court for the adjustment of his alleged 
claim, but such attendance in court, which is in- 
voluntary, need not call for the qualification of the 
witness as an expert. He may be questioned as to 
the facts of his attendance, his diagnosis, treatment, 
and prognosis, but that is as far as he need answer 
unless he wishes to qualify as an expert. Any and 
all questions, including hypothetical questions, 
which call for conclusions of the witness beyond 
the facts stated are subjects for the expert, and as 
such need not be answered under subpoena. The 
appearance of the expert is voluntary and should 
call for proper remuneration. 

As a rule medical men attempt to impress the 
jury, and perhaps also the court, by an extensive 
use of technical medical words which have no mean- 
ing whatever to the ordinary layman. If the medi- 
cal man on the witness stand would use ordinary 
English in expressing himself his testimony would 
have far greater weight. A medical man in testi- 
fying should be emphatic and, if possible, positive. 

The engaging of a physician or surgeon as an ex- 
pert and the payment of large fees often make the 
expert an advocate instead of an unbiased witness. 

Expert testimony has been a subject of controversy 
with the courts for a long time. Measures to place 
it on a better basis would constitute a welcome re- 
form. 

When a lawyer may engage a physician or surgeon, 
interest him in the cause, and pay him large fees for 
his testimony, the latter becomes, if he has any 
weaknesses at all, an advocate. It would be better 
to have the experts selected by the judge. Other- 
wise a limit should be placed upon the fees which 
they may receive. This limit should be placed very 
low in order that there may be no temptation for 
the sale of expert testimony or the purchase of 
advocacy on the part of the expert witness. 

In giving opinions too many medical witnesses 
are controversial, and as soon as a fair-minded jury 
comes to the conclusion that a witness is taking sides 
it begins to discount his statements. The system 
is questionable to say the least. When a party 
brings in his expert witness just as he brings in his 
lawyer, the opinion of the former is not on a very 
different plane from the opinion of the latter which 
usually counts for nothing. The author expresses 
the hope that eventually some plan will be worked 
out whereby experts will be called in by the court 
and paid out of publicfunds. J. A. Castacnino. 
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The Relation Between Physicians and Roentgenolo- 
gists. Runyan et al. vs. Goodrum (Ark.), Feb. 21, 
1921. 

The Supreme Court of Arkansas not only reversed 
a judgment for $25,000 damages rendered in favor of 
the plaintiff, Goodrum, for roentgen-ray injuries, but 
also dismissed the case. It was alleged that the 
defendants were partners in the general practice of 
medicine and surgery and that they owned and 
operated a hospital which had a roentgen-ray depart- 
ment under the supervision of a roentgenologist, a 
physician, who was assisted by a Miss Green who, 
he said, was as competent as he was although she was 
not a physician. 

The plaintiff was a patient in the defendants’ 
hospital and was seriously burned in the operation 
of the roentgen-ray machine by Miss Green. This 
gave rise to the important question whether, in an 
action by a patient against physicians and surgeons 
to recover damages for their alleged malpractice 
caused by the alleged negligence of a roentgenologist 
whom they had employed to assist them, such a 
specialist stands in the same relation to the physicians 
who employed him as if he had been another 
physician employed to give the patient the necessary 
attention in their absence. 

No case was cited, and the court itself found none, 
which decided that exact question. The court con- 
cluded, however, that as the science of roentgenology 
is so interrrelated with the sciences of medicine and 
surgery in the diagnosis and treatment of human 
diseases, it should be classed in the same category 
with those sciences, and the roentgenologist should 
be placed in the same class with the physician and 
surgeon because of the peculiar knowledge and 
technique he must possess and because in the 
practice of his profession such knowledge and 
technique are dedicated almost exclusively to the 
aid of the physician and surgeon in the diagnosis and 
treatment of diseases of the human body. Further- 
more, the roentgenologist, like the physician and 
surgeon, unless he expressly contracts to produce 
certain results, has the right to, and must at all 
times, act according to his independent judgment 
and discretion in the exercise of his skill and learning 
in the treatment of human diseases. The character of 
his contract of employment involves this right. 

Such being the case, it follows that the relation of 
master and servant cannot exist between physicians 
and surgeons who are not roentgen-ray specialists 
themselves and the roentgen-ray specialist or 
roentgenologist whom they employ to assist them 
in the diagnosis and treatment of diseases. The 
fact that the roentgen-ray specialist for whose 
alleged negligence recovery of damages was sought 
was working at the defendants’ hospital in the 
X-ray department equipped by the defendants for 
such work did not affect the character of employment 
between the defendants and Miss Green so far as the 
performance of her work was concerned. 

The next questions raised were whether the screen 
used by Miss Green for making fluoroscopic ex- 
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aminations of the plaintiff was defective; if so, 
whether the defendants were negligent in failing to 
exercise ordinary care to furnish a perfect screen; 
and whether such negligence, if any, was the proxi- 
mate cause of the injury. The principles of law 
applicable to the facts of the case are well estab- 
lished. As the defendants maintained a roentgen- 
ray department at the hospital it was their duty to 
exercise ordinary care to see that this department 
was equipped with such apparatus as was generally 
approved by roentgenologists for the proper diagno- 
sis and treatment of diseases, and to exercise care to 
provide competent specialists to do the work in that 
department. 

Ordinary care for the successful management of 
such an institution means a very high degree of care 
because it has to do with the lives and health of 
human beings. The roentgen-ray machine of the 
highest type and manipulated by a competent expert 
is of inestimable value to mankind, but otherwise it 
is an exceedingly dangerous agency. The duty of the 
defendants to exercise ordinary care to employ com- 
petent roentgenologists and to provide safe ap- 
paratus for their roentgen-ray department could not 
be delegated to another. If, therefore, there was in 
use in the defendants’ roentgen-ray department a 
defective screen which the defendants or their chief 
roentgenologist knew to be defective, or by the 
exercise of ordinary care should have known to be 
defective, and if the use of such a defective screen 
was the proximate cause of the injury to the plain- 
tiff, the defendants were liable to the plaintiff in 
damages. 

The chief roentgenologist, so far as the duty of 
furnishing the necessary apparatus was concerned, 
was the agent of the defendants and his knowledge 
was their knowledge. For this purpose he was at 
all times under the immediate control of the de- 
fendants and could not exercise his independent 
judgment and discretion. In this instance he 
manifestly did not regard the screen as unsafe or 
dangerous even though it might cause additional 
exposures. 

The doctrine of res ipsa loquitur, or the matter 
speaks for itself, does not apply in such cases because 
the testimony showed that on account of the 
idiosyncrasies of the roentgen-ray machine one 
person of a certain type and temperament would be 
susceptible to a burn while another person of a 
different type and under the same circumstances 
would not be burned. Moreover, it was shown that 
burns occur occasionally in the ordinary course of the 
exposure in spite of the highest diligence and skill 
to prevent them. J. A. CASTAGNINO. 


Fund Owned by Hospital Held Not Subject to In- 
mg od Tax. Ledere vs. Stockton C.C.A., 266 Fed., R., 
p. 676. 

A testator bequeathed his residuary estate to the 
Pennsylvania Hospital, subject to payments to 
certain annuitants. All of the annuitants died 
except one. The trustee holding the fund invested 
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it in a loan to the hospital. In a suit to recover 
income taxes, alleged to have been illegally collected, 
it was held that on payment of sufficient interest to 
cover the administration charges and the annuity to 
the sole surviving annuitant, the income of the fund 
was not subject to tax under an act of October 3, 
1913, nor under an act of September 8, 1916, both 
of which by appropriate provisions declare a purpose 
to exempt from tax the income of any “corporation 
or association organized and operated exclusively 
for . . charitable . . purposes.” 
J. A. CAsTAGNINoO. 


Rules as to Number of Patients and Number of 
Visits—Endarteritis Obliterans. Sinclair vs. 
Brunson et al. (Mich.), 180 N.W.R., p. 358. 


Because of soreness of the toe following the 
removal of a corn the plaintiff in this case consulted 
the defendants, father and son, who were country 
physicians. After treating the toe they were obliged 
to amputate it. 

The plaintiff contended that proper care was not 
given the toe, and that as a result thereof infection 
set in, making it necessary ultimately to amputate 
the leg just below the hip. 

The defendants denied all neglect and asserted 
that the plaintiff was suffering from endarteritis 
obliterans for which there is no cure, and that the 
amputation of the leg was the inevitable result of the 
disease regardless of the treatment given, and that 
therefore they were in no way responsible for the 
loss of the plaintiff’s leg. 

There was testimony to support each of these 
conflicting contentions. Medical experts who 
testified on each side did not agree regarding the 
case or the effect of endarteritis obliterans. One of 
them testified that if the disease was present at all it 
would affect all the arteries. On the other side it was 
claimed that it might plug some of the arteries 
without affecting others. The charge to the jury 
was as follows: 

‘In determining whether or not the doctors visited 
the plaintiff as often as they should have visited him, 
you are to take into consideration the community in 
which the parties lived and the territory which the 
doctors had to cover, and the number of patients 
whom they had to visit. Their skill, or lack of skill, 
and their conduct in giving treatment and in making 
visits is all to be determined by you in view of the 
situation as it appeared to them at the time and the 
circumstances surrounding them and surrounding 
their patient. 

“It is not the law that physicians may accept so 
many patients that they are therefore excused if they 
neglect some of them and harm results from that 
neglect. The trial court went as far as it should 
when it said in its charge substantially that, in 
considering the testimony relative to the visits made 
by the physicians, the physicians alone were the 
judges of the number of visits which should be made 
and the time they should be made provided they 
used the ordinary judgment of physicians practicing 
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in the community where they practiced or in similar 
localities, and there could be no damages for failure 
of the defendants to call as often as the plaintiff 
thought they should, provided the defendants used 
the judgment that was ordinarily used by physicians 
in the community where they practiced or in similar 
communities.” 

After a physician had testified that he had treated 
twenty-five or thirty cases of endarteritis obliterans 
which demanded special attention and that the 
number of his patients who did not require special 
treatment ran into the hundreds, another physician 
was asked how he accounted for this large epidemic 
of the disease which the first physician had found in 
Chicago. The first physician then answered that he 
did not know, but thought that he was confused and 
talking about something entirely different—arterio- 
sclerosis. The Supreme Court concluded that the ad- 
mission of the testimony was a harmful error. It 
was not for the witness to draw conclusions in re- 
lation to the other physician, but for the jury. Nor 
could reference to the number of cases of the disease 
reported in the Murphy Clinics be sustained as 
furnishing proper statistics, when there was no 
foundation showing how the Murphy Clinics came 
into existence or what field they covered. 

A new trial was ordered. J. A. CASTAGNINO. 


Period of Temporary Total Incapacity—Unreason- 
able Refusal to Submit to Operation. Mouni 
Olive Coal Co. vs. Industrial Commission (IIll.), 120 
N.E.R., p. 103. O. W. Rosenthal & Cy. vs. Industrial 
Commission et al. (Ill.) 129, N.E.R., p. 176. 


The Supreme Court of Illinois stated, in the first 
case, that under the Workmen’s Compensation Act 
the period of temporary total incapacity is that 
temporary period immediately following the ac- 
cident during which the injured employee is totally 
incapacitated for work by reason of the illness 
attending the injury, i.e., the period of the healing 
process. The employee in this case suffered what 
was described as a greenstick fracture of the radius 
of his right arm about 1% in. above the wrist. The 
period of temporary total incapacity was that period 
during which he was unable to work because of the 
broken bone in his arm. When the bone had com- 
pletely knitted and the usual attendant soreness and 
stiffness had disappeared the period of temporary 
incapacity ended, the disability then present being 
necessarily due to the permanent character of the 
injury received. If the employee had lost his hand. 
the period of temporary disability would have been 
his physical state until the stump was healed and he 
was able to get about. The loss of the hand would 
have been the permanent disability for which 
compensation is allowed under another division of 
the Workmen’s Compensation Act. 

The evidence in this case showed, without dispute, 
that there was solid union of the bone, and all that 
ailed the employee was adhesions in the tendons of 
the wrist and hand which could be overcome by 4 
simple operation which is attended by no danger 
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whatever and is painless if a mild and entirely safe 
anesthetic is used. The permanent disability of the 
employee was due to his refusal to submit to this 
simple operation rather than to the accident. The 
court stated that if the operation were performed 
and proved unsuccessful the employer would be 
liable for whatever loss of use of the hand remained 
as well as for the surgical and hospital services 
necessary for the operation and the. treatment 
already received; but if it was successful, his liability 
would be for the temporary loss of time, for treat- 
ments received, and for surgical and hospital 
expenses incurred. 

In the second case the Supreme Court of Illinois 
stated that the sole question before it was whether the 
industrial commission properly suspended com- 
pensation on the employee’s refusal to submit to a 
surgical operation such as was requested for the 
cure of a hernia due to aninjury. The testimony of 
the physicians was to the effect that the operation 
is a comparatively slight procedure. While the 
hernia was caused by the accident, it appeared 
from testimony that an injury of this kind does not, 
like many wounds, become cured in the ordinary 
process of healing. On the facts as found in the 
record the court concluded that the findings of the 
commission suspending the award were justified. 
The courts are bound by the commission’s finding 

. J. A. CASTAGNINO. 


Questions in Malpractice Case—What the Law 
Implies. Osnes vs. Scanlon (Iowa), 179 N. W. R., 
p. 869. 

The Supreme Court of Iowa, in reversing a judg- 
ment for $500 damages which was rendered in favor 
of the plaintiff for alleged malpractice in the treat- 
ment of a fracture above the ankle, stated that the 
plaintiff did not contend that the defendant lacked 
the requisite skill and learning, but claimed that he 
failed to exercise the proper degree of skill. 

At the trial the defendant was asked whether or 
not in his treatment of the plaintiff he gave him the 
benefit of his judgment and best skill. An objection 
to the question was sustained on the ground that 
it involved matter for the jury to decide; that the 
witness could tell what he did and let the jury judge 
whether that was best. This was followed by the 
question as to whether, in his treatment of the plain- 
tiff, the defendant had at all times given him his 
best attention. An objection to this question also 
was sustained. 

The fact that the court sustained the objection 
meant to the jury, in effect, that it should not be 
considered. The Supreme Court cannot assent to 
the proposition that the exclusion of the evidence is 
non-prejudicial. The very essence of the charge 
against the defendant was, in effect, that he did not 
use the proper degree of skill; that he did not exer- 
cise the degree of skill possessed by him; that he did 
not use his best judgment. 

In the absence of a special contract the law implies 
that a surgeon employed to treat an injury contracts 


with his patient, first, that he possesses the reason- 
able degree of learning and skill which is ordinarily 
possessed by others of the profession; second, that he 
will use reasonable and ordinary care and diligence 
in the exercise of skill and the application of his 
knowledge to accomplish the purpose for which he is 
employed; and, third, that he will use his best 
judgment in the application of his skill in deciding 
on the nature of the injury and the best mode of 
treatment. 

The defendant was asked whether he used his 
best judgment. No one else could testify as well 
as he whether he did or not. Of course, if he said 
he did, it would not necessarily be binding on the 
jury but the jury was entitled to the evidence. 

The plaintiff claimed that the splints and cast were 
so loosely put on as to allow the foot to lie over on 
the bed and move at the site of fracture. Assuming 
this to be true, a medical witness testified that the 
effect on the foot would be very painful. He was 
then asked whether the patient could endure such 
pain without a sedative and without the loss of 
weight. The Supreme Court concluded that the 
question was objectionable, but that possibly the 
defendant could have elicited the information sought 
by framing the question somewhat differently, 
asking for instance, how severe the pain would be, 
and whether the effect of it would be to cause a 
loss of weight, etc. However, the court stated that it 
was not suggesting the form of the question and 
that perhaps it would not reverse the judgment which 
the plaintiff obtained on the ground alone of the 
objectionableness of the question as asked. 

J. A. CASTAGNINO. 


Company Held Liable for Malpractice of Physician. 
McMahon vs. Carolina S pruceCo.(N.C.),105S.E.R., 
Pp. 439- 

The Supreme Court of North Carolina found no 
error in a judgment in favor of the plaintiff on a 
verdict which included a finding that he was 
entitled to recover $4,000 damages for the mal- 
practice of a physician employed by the defendant 
to treat him when he was injured while working for 
the defendant. The court stated that there could 
be no question but that there was some evidence 
which tended to establish the charge of unskilfulness 
in the method of treatment and failure to exercise 
proper care and to make a proper diagnosis. There 
was undoubtedly sufficient evidence also that the 
defendant knew of the incompetence of the phy- 
sician. 

The particular allegation was that the physician, 
who was assisted by another physician, failed to 
place the bones of the plaintifi’s arm in proper 
alignment as he left them overlapping and without 
union between them, thus shortening the arm 
about 2 in. and leaving it very crooked and ugly in 
appearance and practically useless. The physician 
was employed and paid to treat employees with 
money obtained on the assessment plan from the 
wages of the employees. The court stated that the 
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defendant owed the duty to the plaintiff, after it 
had undertaken to secure treatment for him, to 
secure a physician of reasonable skill and ability. 
The evidence of a prior suit to which the defendant 
was a party, and in which it was informed of the 
physician’s lack of skill, was sufficient to charge it 
with notice of the same on the question of negligence. 
J. A. CASTAGNINO. 


Misrepresentations as to Health and Consultations 
in Application for Insurance. Chadwick vs. 


Beneficial Life Ins. Co., Utah Supreme Court, ror 


Pac., R., p. 240. 


In an action on a life policy the defense was that 
the insured had represented himself in his applica- 
tion to be in good health whereas he was at the time 
suffering from the disease from which he died, and 
that he had made material misrepresentations as to 
consultations with physicians. Prior to his applica- 
tion he had suffered from some malady causing him 
pain in the back and had consulted doctors without 
obtaining relief. After }1s death an autopsy showed 
that he died of tuberculosis of the spine. 

The physician who conducted the medical ex- 
amination on the application testified that the usual 
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physical examination was given the applicant, and 
that in this examination it was not apparent that the 
applicant was suffering with tuberculosis of the 
spine. He testified also that if the applicant had 
answered truthfully the questions put to him in the 
medical examination information would have been 
given which would have suggested such a condition. 
He recommended the applicant for insurance 
without reservation. He testified that he would not 
have made this recommendation if the applicant 
had stated that he had consulted a physician some 
time previously with regard to pain in the back 
which became more intense and severe after hard 
labor, and that he would have used such information 
in the medical examination as a basis for discovering 
the ailment for which the applicant had been under 
treatment. Three other physicians testified that the 
applicant must have known, or had reason to believe, 
that he was suffering from a disease of a serious 
nature even if he did not know what it was. 

Judgment was reversed and a new trial ordered 
as the trial courts refused to direct a verdict for the 
insurance company on the ground that the policy 
was rendered void by false statements. 

J. A. CASTAGNINO. 


GYNECOLOGY 


UTERUS 


Garland, G. M.: A Mechanical Explanation of the 
Suffering Which Is Associated with Prolapse 
of the Uterus. Boston M.&S.J., 1921, clxxxiv, 689. 


Mechanical obstruction to the escape of the ve- 
nous blood from the uterus and the congestion pro- 
duced thereby are detrimental to the health and 
function of the organ. 

The author never makes any attempt to change 
or disturb the condition of flexion which may be 
present. In his-cases the uterus is elevated in the 
knee-chest position with as little force as possible, 
dependence being placed largely on gravitation, and 
is then supported with a small pessary. 

The relief of subjective discomfort is always 
coincident with the restoration of circulation as 
indicated by the behavior of the organs themselves. 
The process of cure is coincident also with the dimi- 
nution of congestive enlargement, retraction of the 
relaxed adnexa of the uterus, and the increase in the 
ability of the uterus to retain its normal position 
and its normal circulation. E. L. Cornett, M.D. 


Gemmell, J. E., and Robinson, A. L.: The Opera- 
tion of Ventrofixation, with the After-Results 
of 220 Cases. Lancet, 1921, cc, 1291. 


The operation of ventrofixation, in which widely 
different methods have been used, has come into 
disfavor because of postoperative complications 
such as obstetrical difficulties, abortions, intestinal 
strangulation, etc. Such sequelae condemn the type 
of operation, but do not prove that its principle is 
fundamentally unsound. A properly performed 
operation of this kind does not interfere with sub- 
sequent pregnancy or labor and in a large proportion 
of cases effects a permanent cure of the symptoms 
for which the operation was done. 

The authors’ conclusions are based on data con- 
cerning 220 patients. All of these patients were 
operated on before December, 1917, by one type of 
operation. In 115 cases the operation was done for 
retroversion, and in the remainder as a part of the 
treatment of prolapse. 

Ventrofixation is indicated in cases of marked 
prolapse in young fertile women. For women past 
the menopause an abdominal operation is often 
undesirable and unnecessary since vaginal methods 
will produce a permanent cure. The operation is 
done through a 2 or 3 in. vertical incision or the 
transverse Pfannenstiel incision. The latter gives a 
sound and invisible scar and is recommended if 
infection is absent. The uterus and adnexa are 
examined for the purpose of determining their 
Position and the presence and nature of co-existent 
lesions. The peritoneum covering the bladder is 


picked up in the midline with a series of forceps 
arranged as guides from the utero-vesical attach- 
ment to the upper border of the symphysis pubis. 
The latter point coincides with the parietal perito- 
neum at the lower angle of the incision. A running 
catgut suture beginning at the utero-vesical fold is 
inserted into the peritoneum and extended down- 
ward, upward, and forward over the bladder and up 
to the parietal peritoneum to bunch the peritoneum 
and form a median septum stretching across the 
utero-vesical pouch between the uterus and the 
abdominal wall. The ends of the suture are then 
brought through the rectus fascia on each side just 
above the symphysis pubis. This method prevents 
the formation of adventitious bands and peritoneal 
fosse and eliminates the danger of postoperative 
strangulation of the bowel. At a point on the 
uterus just above the utero-vesical ligament the 
fixation is effected by two silkworm-gut sutures passed 
through the uterine muscle and the rectus fascia 
just above the insertion of the running suture at the 
symphysis. 

The results were investigated by two methods: 
the objective method, that is, examination by the 
surgeon, and the subjective method, that is, a 
questionnaire. Questionnaires were sent to all 
patients and physical examinations were made when 
possible. The following conclusions were reached: 

1. Ventrofixation is a simple and useful operation 
for certain types of uterine displacement. 

2. Postoperative intestinal complications do not 
occur and subsequent gestation and parturition are 
not interfered with if a suitable technique is 
followed. 

3. The frequency of abortion is diminished and 
fertility is increased. 

4. The percentage of patients subjectively cured 
is satisfactory. Subsequent occurrence of symptoms 
after operation is due largely to factors beyond the 
control of the surgeon, such as labor, over-exertion, 
recurrence of infection, the menopause, and neuroses. 

Mer_e R. Hoon, M.D. 


Chueco, A.: A Comparison Between Laparotomy 
and Colpotomy in a Case of Hydatid Cyst of 
the Posterior Wall of the Uterus of a Virgin 
(Paralelo entre la laparotomfa y la colpotomfa en 
una observaci6n de quiste hidat{dico de localizaci6n 
uterina intramural posterior en una mujer virgen). 
Semana méd., 1921, xxviii, 481. 


Chueco states that when an operation is performed 
by the vaginal route for a suppurative process 
rupture will not be followed by grave consequences 
as this route is normally the habitat of bacteria. 
The vaginal flora need be feared only when the 
intervention is for a non-infectious process. 
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such cases precautions for antisepsis must be re- 
doubled. When an operation for a suppurative 
adnexal lesion is performed by the abdominal route 
the opposite holds true; rupture will occur into a 
sterile region, the surgeon works from the non- 
infected skin and parietal peritoneum toward an 
infected medium, the pyosalpinx. 

Chueco gives the clinical history of a case of 
hydatid cyst in a girl 15 years of age. The cyst was 
diagnosed but its location was not definitely deter- 
mined. A median laparotomy was done. The cyst 
was found but the uterus formed an integral part of 
it and the cervix compressed the bladder against the 
posterior wall of the pubis. As the cyst could not be 
brought to the surface, the author determined to 
puncture it through the anterior wall of the uterus. 
However, because of the great tension of the fluid, 
the liquid contents of the cyst did not flow through 
the needle but escaped by the side of the puncture 
into the uterine cavity and the latter soon became 
dilated. 

The abdominal incision was therefore closed and 
a posterior colpotomy was done. This gave access 
to the cyst, which was then evacuated, and the 
cystic membrane was withdrawn in its entirety. 
The vaginal operation consumed only a few minutes. 
The facility with which the tumor was removed 
causes Chueco to repeat his precept that the caliber of 
the vagina ought not to be taken into account when 
it is a question of extirpating tumors of the female 
internal organs whatever their situation, size, or 
contents, provided they are reducible and can be 
brought to the surface. In the case reported the 
lower wall of the large cystic tumor rested upon the 
sacral concavity and its superior pole was higher 
than the pubis and in contact with the abdominal 
wall. : W. A. BRENNAN. 


Strong, L. W.: Adenomyometritis, Not Adenomyo- 
ma of the Uterus. Am. J. Obst. & Gynec., 1921, i, 
gol. 


It appears to be a universal custom to designate 
all macroscopically visible gland and muscle new- 
growths as adenomyomata whether they are present 
as diffuse thickenings of the uterine wall or in 
localized globular form. The term ‘“adenomyo- 
metritis,’’ when rarely used, is reserved for the 
appearances revealed by the microscope. The term 
' ““adenomyoma”’ denotes a neoplasm and it is of very 
practical importance to know when, if ever, that 
designation is justified as neoplasms are capable of 
unlimited growth while hyperplasia may regress if 
the exciting cause is removed. Furthermore, the 
biological significance of the two terms is entirely 
different. This applies also to adenomyomata 
occurring in other situations, such as the umbilicus 
and round ligament. 

Such tumors, which are very common in the 
uterus, are seen either as circumscribed, myomat- 
ous growths containing glands or as diffuse thicken- 
ings of the myometrium in which the mucosa is in 
the form of moist and soft circular depressions. 
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Both the discrete globular forms and the diffuse 
thickenings of the uterine wall are universally 
termed “adenomyomata.” Of these, the diffuse 
form is by far the most common. The diffuseness of 
growth is so characteristic that enucleation is 
impossible even in the forms which are more or less 
sharply localized in one area only. This fact in 
itself speaks against a neoplasm. The diffuse tumors 
may grow to a considerable size and may be found in 
the cervix as well as the corpus. 

There is no criterion in histology which will 
differentiate hyperplasia from neoplasia in its in- 
ception. Both represent reactions of the tissue to 
underlying stimuli, and the reaction is the same as 
far as the histology is concerned. The criterion which 
is taken as definitive of neoplasia is destructive 
growth, but even this is unreliable to a certain extent 
as granulation tissue of inflammation may be in 
excess of the needs of repair and destroy normal 
tissue. E. L. Cornett, M.D. 


Deaver, J. B.: Cancer of the Uterus. Am. J. M. 
Sc., 1921, clxi, 661. 

Deaver’s conclusions are based on a study of 500 
hysterectomies performed by him at the Lankenau 
Hospital since 1916. While admitting that radium 
therapy is challenging surgery in the treatment of 
uterine cancer, he is inclined to the view expressed 
by an English colleague as follows: ‘‘When the 
pen has superseded the sword the scalpel will still 
be needed for myoma.” 

Early diagnosis is essential. While it is not always 
possible, microscopic study of curettings and sec- 
tions of the uterus and cervix at the first suggested 
clinical signs will avail much. Even if only one malig- 
nant case were found in a hundred such examina- 
tions the procedure would be justified. Pain is a 
late rather than an early symptom of uterine can- 
cer. 

Deaver overcomes the limitations of curettage 
by hysterotomy and a careful search of the line of 
demarcation between the endometrium and the 
muscle layer. When the former irregularly invades 
the latter, he does a complete hysterectomy. If the 
pathologist is in doubt, radical removal is the rule. 
Because of the frequency of cervical cancer, com- 
plete rather than supravaginal hysterectomy is 
done on patients near or at the menopause. 

When malignancy is limited to the uterus sur- 
gery is probably as successful as any other method. 
Deaver is not as much impressed with radiation 
treatment as radiologists. He states that too many 
radium “cures” have proved to be only regressions. 
No inconsiderable percentage of failures from either 
surgical or radium treatment may be traced directly 
to improper technique. The most disastrous results 
may follow the improper use of radium. 

A histologic study by Reimann of uteri removed 
from one to six weeks after radiation showed living 
cancer cells outside the necrotic area in a case of 
cervical cancer and in a case of carcinoma of the 
fundus. 
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In conclusion the author states that in certain 
selected cases, especially those of inoperable uterine 
cancers, radium has a field of usefulness. 

W. H. Cary, M.D. 


Proust and Mallet: The Abdominal Route for the 
Insertion of Radium in the Treatment of 
Uterine Cancer (Contribution 4 la technique de la 
pose du radium par voie abdominale dans le cancer 
de l’utérus). Bull. et mém. Soc. de chir. de Par., 1921, 
xlvii, 872. 

Recently, in a case of inoperable cancer, Schwartz 
introduced emanation needles of radium into the 
abdomen through a laparotomy incision. Proust and 
Mallet use radium tubes holding about 2 mg. 
of radium element which are protected by a 
filter. Ina recent case of inoperable cancer the steps 
taken by them were as follows: — 

The abdomen was opened and ‘the right hypo- 
gastric artery ligated. This ligation effected a 
certain degree of hemostasis in the broad ligament 
and served as a landmark from which a soft instru- 
ment was passed to the base of the broad ligament. 
Two rubber tubes each containing in its extremity 
a small tube of 2 mg. of radium bromide were 
placed in the right hypogastric sheath. The peri- 
toneum was then closed around the rubber tubes 
and the same procedure repeated on the left side. 

The uterus was then turned back with a forceps 
so as to expose the anterior surfaces of the broad 
ligaments and the peritoneum was incised a little 
below the round ligament and at 2 cm. outside the 
border of the uterus to expose the posterior surface 
of the bladder and the lateral parts of the vesico- 
uterine cul-de-sac. Three tubes of radium having 
been placed in this area, the peritoneal opening was 
closed with a pursestring suture. The same manceu- 
vre was then repeated on the left side. 

The rubber tubes were led out through the lower 
part of the abdominal incision, and the incision was 
sutured. The tubes were withdrawn at the end of 
_ days. The postoperative course was unevent- 

ul. 

The effects of this method of applying radium in 

inoperable uterine cancer can be known only later. 

Schwartz has reported good results. The authors 

state that the correct placing of radium is a surgical 

procedure requiring exact technique. 
W. A. BRENNAN. 


Hartmann, H.: The Technique of Perineal Hys- 
terectomy for Cancer of the Neck of the 
Uterus (Technique de l’hystérectomie périnéale 
pour cancer du col de l’utérus). Gynéc. et obst., 1921, 
lil, 350. 

Hartmann describes the technique of perineal 
hysterectomy as practiced by Cunéo and Picot. 
This differs considerably from the paravaginal 
hysterectcmy of Schuchardt-Schauta, but resembles, 
at least in the skin incision, the hysterectomy pre- 
ceded by transverse perineotomy which Zuckerkandl 
described in 1889. Cunéo and Picot regard this 
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operation as particularly suitable for obese women. 
In such cases the surgeon works with difficulty 
where there is much fatty tissue and the patient 
does not support anesthesia well in the raised pelvis 
position. The perineum, however, varies only 
slightly from the normal and a perineal hysterectomy 
can be executed with as much facility as in the case 
of a moderately thin woman. 

Cunéo and Picot use spinal anesthesia. The 
patient is placed in the inverse perineal position and 
a slightly convex transverse incision is made about 
2 cm. behind the fourchette from one ischium 
to the other. The two ischiorectal fosse are 
then opened, the anus is pushed back, the fourchette 
is pulled forward with the forceps, the rectovaginal 
muscle is sectioned, and the vagina is separated 
from the rectum to the Douglas sac and as far 
laterally as possible. The posterior wall of the 
vagina is incised on the median line to the point 
where it is desired to make the transverse incision 
of the vagina. When this transverse incision has 
been made the vagina is liberated for about 2 cm. 
above the section and then separated from the 
neck of the bladder as far as the vesico-uterine 
cul-de-sac. The latter is then opened, the bladder 
is raised with a traction forceps, and the systematic 
ligation of the vaginal and other arterial pedicles is 
effected with care to avoid injuring the urethra. 
Section of the two vaginal pedicles following their 
ligation brings the region of the uterus to view. 
The uterine artery, uterosacral ligaments, and the 
round ligaments are then sectioned and the adnexa 
are removed. The hysterectomy is completed by 
suturing the peritoneum and reconstructing the 
vagina. W. A. BRENNAN. 


ADNEXAL AND PERI-UTERINE CONDITIONS 


Hawks, E. M.: The Ovary After Hysterectomy for 
Fibroids. Am. J. Obst. & Gynec., 1921, i, 959. 


This study is based on a series of 84 cases from 
the service of Pool of the New York Hospital. The 
operations were performed in the years 1915 to 1919 
inclusive. The examinatons in the follow-up clinic 
were made by the members of the visiting staff. 

Of o1 patients, 84 returned for examination. 
All were examined at least once, and most of them 
several times. When this summary was made 50 
had been followed one year, 26 for two years, 14 for 
three years, 10 for four years, and 6 for five years, 

The author’s observations indicate that it is better 
to leave healthy ovaries and tubes after hysterectomy 
for fibroids done before and near the time of the meno- 
pause. This conclusion is based on the following 
facts: 

1. The onset of the vasomotor disturbance was 
delayed when one ovary was left and further delayed 
when both were left. The severity of the symptoms 
was diminished when one ovary was left and almost 
eliminated when both were left. 

2. Very little serious harm was caused by a 
retained ovary. One patient in 65 was referred for 
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secondary operation on account of a cyst. Twelve 
in 65 complained of pain or had a swelling at the site 
of a retained ovary but in 11 of the 12 the trouble 
disappeared after about three months. 
3. There was more trouble when the tube was 
removed than when it was left with the ovary. 
E. L. Cornett, M.D. 


Jaegerroos, B. H.: Hydrosalpinx, Its Pathological 
Anatomy, Etiology, Pathogenesis, and Clinical 
Aspects (Die Hydrosalpinx, ihre pathologische An- 
atomie, Aetiologie, Pathogenese und Klinik). Arch. 
f. Gynaek., 1921, cxiv, 328. 

A considerable portion of this article is devoted 
to the pathological anatomy of hydrosalpinx. The 
dilatation of the tube, caused by a more or less 
large collection of a thin, watery, or slightly 
blood-tinged fluid following closure of the abdominal 
end of the tube by chronic salpingitis, involves only a 
portion of the entire length of the tube. The tube 
is twisted on its long axis. The dimensions of a 
hydrosalpinx appear never to exceed those of a 
child’s head. 

The histologic picture of hydrosalpinx is not 
uniform; as a rule, however, the mucosa is more or 
less thickened, the epithelium retained, and the 
musculature normal or showing intermingled con- 
nective tissue. The blood-vessel walls are thickened 
and even in the widely dilated sacs the vasculari- 
zation is slight. 

In the etiology only bacteria come into consider- 
ation: the gonococcus, the tubercle bacillus, and 
streptococci. A localized peritonitis develops from 
a salpingitis and results in closure of the ostium of 
the tube. The author denies the inflammatory 
character of the hydrosalpinx fluid. He regards it 
in most cases as a transudate into a cavity in which 
an inflammatory process has regressed. 

As in the majority of cases the cysts are situ- 
ated in the small pelvis, their growth is limited by 
the bony ring. It is limited also by peritonitic 
adhesions. 

Clinically it is noticed that the process develops 
slowly unless torsion of the hydrosalpinx sac 


occurs. The disease cannot always be diagnosed 
with certainty even by bimanual examination. 

While the prognosis is usually favorable, in a 
considerable number of cases the condition has such 
painful consequences that relief is to be obtained 
only by operation. 

Puncture of the sac is useless as the fluid always 
collects again. An incision through the vagina may 
be beneficial because of atrophy of the walls. The 
operation of choice is radical removal, which should 
be done by means of a laparotomy rather than by 
the vaginal route because of the presence of adhe- 
sions. If possible, only the diseased tissue should be 
removed. The uterus and ovaries should be pre- 
served in order to avoid the disturbances of an 
artificial menopause. KNokE (Z). 


MISCELLANEOUS 


Fothergill, W. E.: The End-Results of Vaginal 
Operation for Genital Prolapse. Med. Press, 
1921, CXi, 471. 


Genital prolapse includes cystocele, rectocele. 
prolapse of the uterus, protrusion of an elongated 
cervix from the vagina, and any combination of 
these. In the cases reviewed the operations were 
anterior colporrhaphy, amputation of the cervix, 
posterior colporrhaphy, and perineorrhaphy. The 
first two were done in one operation whenever ampu- 
tation was necessary, and the other two constituted 
a colpo-perineorrhaphy when rectocele was present. 

Of the 156 patients traced 150 reported that they 
were cured and 2 others were found to be cured on 
examination. The cures therefore amounted to 
07!3 per cent. Twenty-seven of the patients were 
between 20 and 30 years of age; 59, between 30 and 
40; 41, between 40 and 50; 10, between 50 and 60; 
and 3 over 60. About one-third had passed the 
menopause. Twenty-four women had had 30 
labors and 2 were pregnant. Of the 24 women 
delivered only 1 required an operation. Of the 26 
women who became pregnant 23 had had cervical 
amputations in the combined operation. 

R. E. Curistie, M.D. 


+ 
| 
I 
n 
a 
sh 
re 
01 
ca 
br 
an 
qu 
ov 
pre 


OBSTETRICS 


PREGNANCY AND ITS COMPLICATIONS 


Gibson, H. K.: The Sequelz and Later Aspect of 
the Toxic Albuminurias of Pregnancy. Surz., 
Gynec. & Obst., 1921, Xxxii, 513. 


The 30 cases presented comprised 15 cases of 
eclampsia, 3 cases of abruptio placent, and 12 cases 
of albuminuria with varying degrees of hypertension. 
In tabular form are given the syndrome upon the 
patient’s admission to the hospital, her condition 
upon discharge with special reference to the renal 
findings and arterial tension, the results of subsc- 
quent pregnancy, and her status presens.- Three 
patients died of renal and cardiorenal affections, one, 
five, and eight years postpartum respectively. Seven 
of those who had eclampsia or a pre-eclamptic con- 
dition show today a well-marked clinical nephritis 
with hypertension, and two have an arterial tension 
suggestively high. 

The author believes that normal arterial tension 
and freedom from renal symptoms following toxic 
albuminuria in one pregnancy is no proof that these 
conditions will not recur in a subsequent pregnancy, 
and that irreparable damage to the kidney, heart, 
and vessels is a much more frequent sequela of the 
eclamptic and pre-eclamptic toxemias than is 
generally supposed. 

Among the patients whose cases are reported, 
seven who manifested albuminuria and hyper- 
tension of varying severity had subsequent preg- 
nancies. While cases without a recurrence are not 
infrequent, the author believes that the selection of 
cases in which subsequent pregnancies should be 
allowed requires extreme discrimination with con- 
sideration of the three outstanding hazards, i. e., 
irreparable damage to the heart and kidneys, 
prematurity, and eclampsia. 


Ray, H. M.: Primary Ovarian and Primary Ab- 
dominal Pregnancy—Their Morphological 
Possibility; Report of a Case of Each. Surz., 
Gynec. & Obst., 1921, Xxxii, 437. 


Although the possibility of primary ovarian preg- 
nancy is now universally admitted, there are still 
a number of critics who have not abandoned their 
skepticism. Up to the present time there have been 
reported at least 20 authentic cases in which the 
ovarian origin was conclusively demonstrated by 
careful microscopic study. In 1899 Van .Tussen- 
brock published a careful histologic description of 
an early case in which she demonstrated beyond 
question that the ovum could be embedded in the 
ovary. Three years later Thompson demonstrated 
a perfectly conclusive specimen. 

In Ray’s opinion the factors upon which ovarian 
pregnancy depends are fertilization and retention of 


the ovum within the graafian follicle or its immediate 
neighborhood until such time as it becomes capable 
of embedding itself by its own activities, when it 
may do so in any patch of connective tissue suffi- 
ciently vascular to meet the demands of its nutri- 
tion. The following case of ovarian pregnancy is 
reported: 

The patient was admitted to Bellevue Hospital 
June 26, 1918, with the complaint that three days 
before her admission she was suddenly seized with 
an intense and sharp pain in the lower abdomen 
which caused her to faint. A similar attack oc- 
curred one night before admission. There was no 
discharge of blood or other material from the vagina. 
Her family and previous history was negative. 

Physical examination revealed a systolic murmur 
at the apex and some tenderness over both iliac 
fossw, particularly the left. There was no rigidity. 
Bimanual examination under ether revealed a large, 
soft, boggy mass on the left side. 

Laparotomy showed the uterus to be normal in 
size and displaced to the right; the right tube and 
ovary were normal; the left tube was slightly oedem- 
atous but otherwise completely intact; milking 
brought no fluid from the fimbriated extremity. 
The ovary had been replaced by a large, globular, 
hamcrrhagic mass enclosed in a thin capsule which, 
being broken in several places, allowed the protru- 
sion of blood clots. The abdominal cavity was dis- 
tended with fluid and clotted blood. Sections from the 
hemorrhagic mass revealed everywhere numerous 
chorionic villi embedded in the stroma of the ovary. 
There were a number of scattered giant masses cor- 
responding to syncytium and large islands of swollen, 
richly chromatic cells identical with the cells of the 
trophoblast. Nothing resembling a true decidua as 
it occurs in the uterus was seen. 

The author reports also the following case of ab- 
dominal pregnancy: 

The patient was admitted to the hospital with 
the history that on the night previous she was 
suddenly seized with severe cramp-like pains in the 
lower abdomen. These continued to increase and 
the following morning caused her to faint. Her 
family and previous history was negative. Her 
menstrual history also was negative except for 
slight dysmenorrhoea. At the time of her admission 
to the hospital there was a bloody vaginal discharge 
which the patient said was her usual menstrual 
period. 

The physical examination showed the patient to 
be a young white female acutely ill and extremely 
pale. The abdomen was distended and tense and 
showed a fluid wave. There was generalized ab- 
dominal tenderness with the maximum point of 
tenderness in the midline just above the symphysis. 
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Examination under ether showed the uterus in 
front and a soft boggy mass in each fornix. Dilata- 
tion and curettage brought forth a small amount of 
apparently normal endometrium. 

At laparotomy it was found that the peritoneal 
cavity was distended with fluid and clotted blood. 
The uterus and adnexa were delivered and both 
tubes and ovaries found to be absolutely normal. 
On the anterior wall of the uterus, just above the 
level of the internal os and slightly to the right of the 
midline, was a pea-sized ragged area, oozing blood 
from its center. An attempt to pass a sharp probe 
through the center into the uterus met with no suc- 
cess. The small pathologic lesion was regarded as 
a new growth and excised. The gap was closed with 
interrupted sutures and the raw surface covered with 
a fold of bladder peritoneum. The patient made 
an uneventful recovery. 

The specimen subjected to pathologic examina- 
tion was 12 mm. long and 7 mm. wide. It consisted 
for the most part of a rather firm, yellowish-gray 
tissue which showed on the peritoneal surface an 
area of hemorrhagic infiltration extending down- 
ward for a depth of 3.5 mm. Near the peritoneum 
the muscle fibers were loose and the vessels en- 
gorged and showing dense perivascular round-cell 
infiltrations. Nearer the periphery there were irreg- 
ular areas of hemorrhage throughout which were 
numerous collections of polynuclear leucocytes and 
small round cells. At the extreme periphery and 
actually implanted in the myometrium were numer- 
ous typical, well-preserved chorionic villi. Adjacent 
to the villi were several groups of large, richly 
chromatic trophoblastic cells. C.H. Davis, M.D. 


Geist, S. H.: The Diagnosis and Treatment of 
Chorio-Epithelioma. Surg., Gynec., & Obst., 
1921, XXxil, 427. 

Chorio-epithelioma represents a truly parasitic 
growth as it originates from cells foreign to its host 
and then maintains an independent existence, draw- 
ing its nutrition from the tissue in which it is 
embedded. 

The division of malignant chorio-epitheliomata 
into two groups, typical and atypical, though seem- 
ingly arbitrary, has been well maintained ever 
since it was first made by Marchand. In the class 
designated as typical the histologic picture is dis- 
tinct. One finds multinuclear syncytial masses and 
also groups and plaques of mononuclear Langhans 
cells showing mitoses and variations in size, shape, 
and state of degeneration. As the extent of partici- 
pation of both components varies markedly, any 
one of the elements may predominate and there 
are all possible gradations. While the growth is 
exceedingly vascular, it shows a marked tendency 
to disintegrate and become necrotic. This type is 
considered to be the malignant form. 

The second group, those of the atypical form, show 
invasion of the musculature of the uterus by syncy- 
tial masses or isolated cells and are characterized by 
the absence of Langhans cells. Metastases are 


more commonly associated with the typical chorio- 
epithelioma and may be formed not only in the 
pelvis and vagina but in all the organs of the body, 
especially the lungs. These metastases are devel- 
oped through the blood stream. One of the char- 
acteristics of the tumor is a tendency to erode blood 
vessels and to grow into their lumina, a tendency 
which favors metastasis. On the other hand, while 
the atypical group give rise to metastases, they are 
comparatively uncommon and rarely if ever so 
widespread. 

The author next discusses Ewing’s classification 
at some length, reports 14 cases which he has had 
the opportunity to study, and summarizes his 
article as follows: 

1. There are two groups of tumors arising from 
the chorionic epithelium and included under the 
term chorio-epithelioma: (1) typical chorio-epithe- 
lioma, better termed “choriocarcinoma’’; (2) the 
atypical chorio-epithelioma, better termed “syncy- 
tioma.” 

2. There are numerous transition stages between 
these two groups. 

3. Aclass which are really not tumors, but repre- 
sent an exaggerated reaction to pregnancy has been 
designated as “atypical chorio-epitheliomata.” 
For this class the term “syncytial hyperplasia’”’ is 
suggested. 

4. The diagnosis from curetted or expelled mate- 
rial is extremely difficult except in the clear-cut 
cases of the two groups. 

5. In the transitional types a prognosis deduced 
from the histologic structure is doubtful. 

6. An indication for operation is established by a 
positive diagnosis of choriocarcinoma. 

7. Delay is indicated by a positive diagnosis of 
syncytioma. 

8. In cases of syncytioma hysterectomy is indi- 
cated only by the clinical course. 

g. In transitional cases hysterectomy is indi- 
cated. 

10. Abdominal hysterectomy is the operation of 
choice. 

11. In cases of choriocarcinoma abdominal hys- 
terectomy, if done early, gives a fair prognosis. 

12. In cases of syncytioma abdominal hyster- 
ectomy gives an excellent prognosis. 

C. H. Davis, M.D. 


Gellhorn, G.: The Influence of Syphilis upon the 
Pregnant Woman. Surg., Gynec. & Obst., 1921, 
XXXII, 

In the past, discussions on syphilis in pregnancy 
have been limited almost entirely to the harm which 
may befall the unborn child. Most of the textbooks 
on obstetrics also convey the impression that the 
mother has nothing to fear from the disease. While 
this is true in a very large percentage of cases, the 
author finds from personal observations and a 


_ review of the available literature that syphilis may 


be the cause of complications in the mother by 
impairing her general health during pregnancy and 
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the puerperium and by obstructing the birth passage 
or causing other more or less serious damage in 
labor. 

As both the mother and the child are endangered, 
therefore, the possibility of syphilis must ever be 
borne in mind, particularly when pregnancy is 
associated with disturbances of obscure origin. 
When the diagnosis is made, energetic and systemat- 
ic treatment must be given throughout the period 
of pregnancy. 

The author reviews twenty-eight cases collected 
from the literature and his own experience. 

C. H. Davis, M.D. 


LABOR AND ITS COMPLICATIONS 


Frankl, O.: Normal Separation of the Placenta. 
Surg., Gynec. & Obst., 1921, xxxii, 450. 

Up to the present time our knowledge concerning 
premature separation of the placenta has been 
faulty because of erroneous conceptions regarding 
the physiological separation of the secundines. 
After discussing the various theories Frankl gives 
his views as to the factor which, during the third 
stage of labor, cause separation of the placenta. 
He states that this separation is effected within the 
decidua spongiosa. Until the rupture of the decidua 
spongiosa neither contraction nor diminution of the 
area of adhesion plays any active réle in placental 
separation or the production of the retroplacen- 
tal hematoma. Therefore muscular contraction and 
diminution of the area of insertion of the placenta 
are the result rather than the cause of the separation. 
Several microphotographs which appear to sub- 
stantiate this theory are shown. 

The separation of the membranes is effected by 
traction exerted by the placenta and occurs either 
within the trabecular portion of the spongiosa or, 
more frequently, within an area of certain loose 
fibers lying between the compacta of the parietal 
decidua and the decidua reflexa. . 

H. B. Matuews, M.D. 


Planell, D. A.: The Choice Between Pubiotomy 
and Cesarean Section (Conducta para elegir 
entre la pubiotomfa y la cesérea). Arch. de ginec., 
obst. y pediat., 1921, Xxxiv, 115. 

Pubiotomy is indicated when the true conjugate 
or bi-ischial diameters are from 3 to 2% cm. too 
narrow to allow the passage of the measured 
foetal diameters. The operation is not considered 
contra-indicated in primipare any more than in 
women who are older (up to 40 years of age). Pub- 
iotomy is immediately followed by extraction of the 
foetus according to the mechanism of parturition. 
If the head is well flexed and engaged in the superior 
strait, the forceps are applied; otherwise version is 
practiced and the labor terminated by the Mauriceau 
manoeuvre. 

Pubiotomy is chosen when possible in preference 
to cesarean section because in uninfected cases it is 
less dangerous than the opening of the peritoneal 


325 


cavity, and in infected cases it is less dangerous 
than the extraperitoneal route. Contact of the 
uterine fluids with the open lymphatics about the 
peritoneal cavity is more to be feared than their 
contact with the raw tissues left after pubiotomy. 
Moreover, pubiotomy will leave the pelvis perma- 
— enlarged so that future labors will be facili- 
tated. 

Cesarean section is indicated when there is a 
disproportion of more than 3 to 3% cm. in the 
pelvic diameters and in cases of obstruction due 
to osseous tumors, cicatrices, or faulty development 
of the soft parts. Even in uninfected cases the 
extraperitoneal section is preferred to the classical 
section because in the former there is no danger of 
adhesions to the uterine scar and the scar in the 
lower uterine segment is of minimal extent. 

Joun W. Brennan, M.D. 


Williams, J. W.: A Critical Analysis of Twenty- 
One Years’ Experience with Cesarean Section, 
Bull. Johns Hopkins Hosp., 1921, xxxii, 173. 


The author reports the results of 183 operations 
on 145 women which were performed in approximate- 
ly 20,000 deliveries. Nearly one-half of the women 
were colored. One hundred and fourteen sections 
were done on colored women and only 69 on white 
women. Fifty-seven colored women and 14 white 
women had repeated sections. One hundred and 
twenty-one of the operations were typical conserva- 
tive cesarean sections, 4 were extraperitoneal, 1 was 
done postmortem, and 57 were supravaginal am- 
putations or Porro cesarean sections. 

There were 10 deaths, a mortality of 5.45 per 
cent. Two were due to cardiac failure, 1 to chronic 
nephritis, and 1 to acute anemia from gastric and 
intestinal hemorrhages. These occurred on the for- 
tieth, eighth, eighth, and twenty-sixth day, respect- 
ively, following the operation. The operative mor- 
tality was 3.35 percent. Three of these deaths were 
due to unavoidable causes, 3 to errors in judgment, 
5 to general peritonitis following conservative oper- 
ation, and 1 to failure to control hemorrhage dur- 
ing a Porro section. Five deaths occurred in the 
first 49 operations and 1 in the last 130 (10 and 
0.77 per cent, respectively). The more favorable 
later results were due to earlier operation, better 
sewing of the uterine wound, and non-evisceration 
of the uterus except in infected cases when the 
Porro operation was done. 

The wisdom of early operation was shown by the 
examination of 14 uteri amputated late in labor. 
In 2 of these cases the signs of intrapartum in- 
fection were noted, and in 12 the temperature and 
pulse were normal. In every instance microscopic 
study demonstrated ascending infection. Another 
factor favoring early operation was the clinical 
course of the puerperium in the cases treated con- 
servatively. The puerperium was normal or afebrile 
in 54.4 per cent of the cases when operation was 
performed before the onset of labor and in only 14.2 
per cent when it was done after twenty-four hours. 
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Following Porro operations the puerperium was 
normal more frequently. After the conservative 
section the incidence of stitch and wound infection 
increased from 8 to 25 per cent with the duration of 
labor, but following the Porro section there was 
little variation except in frankly infected cases. 

The indications for cesarean section are given in 
the following table: 


Pelvic Indications 


Types of pelvis: Total White Colored 
Generally contracted rhachitic...... 86 s & 
errr 13 6 7 
Kypho-scolio-rhachitic ............ I I 
Generally contracted.............. 6 4 2 
Achondtoplastic. 4 4 
2 I I 
I I 
Oblique I 1 


Other Indications 


Condition: Total White Colored 
4 


Neglected transverse presentation. . 
Premature separation oi placenta... . 
Nephritic toxemia................ 
Pregnancy in rudimentary horn... .. 
Placenta previa... . 
Hour-glass contraction. ...... 
Iixcessive size of child............. 
Carcinoma of cervix............... 


DO 


When the pelvis is normal, caesarean section is 
indicated in the treatment of eclampsia only when 
the cervix is rigid and undilated and the patient has 
failed to show improvement after venesection. The 
3 neglected cases of transverse presentation were 
those of multipare who had had several normal 
spontaneous labors in which the child was delivered 
in good condition. In this labor, however, the arms 
protruded from the vagina, the patient had been 
examined by midwives and ignorant physicians, and 
the uterus was in tetanic contraction. In each case a 
Porro section was done. 

For cases of placenta previa the author believes 
the best treatment is the use of the rubber bag and 
that cawsarean section is indicated only when the 
cervix is rigid and undilated and bleeding is very 
profuse. 

Porro section was done 57 times, in 36 cases as a 
primary procedure and in 21 as a second or third 
section. The indications were: sterilization in 
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17 cases, delay in second stage of labor or manifest 
intrapartum infection in 13, heart disease in s, atre- 
sia of the cervix in 4, transverse presentation in 3, 
uncontrollable hemorrhage in 2, and other causes in 
1 case each. Sterilization was done because preg- 
nancy following repeated cwsarean sections is 
undesirable, because the patient requested it, or 
because it was indicated by the patient’s social or 
mental condition. 

Seven per cent of the babies were deeply asphyxi- 
ated but more than one-half cried at once. Most of 
them were males but there was no relationship 
between the situation of the corpus luteum as regar«|s 
the right or left ovary and the sex incidence. 

The best technique for cesarean section demands 
small incisions in the abdomen and incision of the 
uterus in situ. 

In 2 of 5 cases the placenta was on the anterior 
wall but interfered only with the first gush of blood. 

R. E. Curistiz, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Bartram, G.: Treatment of Puerperal Fever 
with Human Serum (Ueber die Behandlung des 
Puerperalfiecbers mit menschlichem Serum). Zev- 
tralbl. f. Gynack., 1921, xlv, 520. 


The author reports the results of treatment of 
puerperal fever with human serum in 1or12 in the 
Tuebingen Clinic. The serum was obtained by cen- 
trifugalization. From 15 to 50 c.cm. were injected 
intravenously. As a rule one injection was given 
daily. It was obtained from patients who had had 
a puerperal fever, from convalescents, from healthy 
women, or from the patients themselves. Three 
particularly severe cases were cured in this way. 

The effect may be due to passive immunization 
or to the action of protein bodies (Bingel’s horse 
serum treatment of diphtheria or the milk or casein 
treatment by Schmidt and Lindig’s method). 

The author has treated several cases successfully 
with caseosa but in others there were unpleasant 
anaphylactic phenomena. The latter were not 
noted when autoserum was used. Apparently the 
normal serum of pregnant women has a greater c!- 
fect than that of non-pregnant women. 

VorsCHUETz (Z). 


Lumentut, H. F.: Extirpation of the Uterus in 
Puerperal Sepsis (Gebaermutterexstirpation 
puerperaler Sepsis). Nederl. Tijdschr. v. Geneesh., 
1921, lxv, 1843. 

In 1886 Schulze of Jena first extirpated the 
uterus because of puerperal sepsis. This operation 
was afterward performed in different countries 
but was everywhere given up except in France. 
Recently the Freiburg Gynecological Clinic has 
reported good results in puerperal sepsis from the 
administration of proteins. Others have used all 
possible types of sera and vaccines. 

The recent English and German literature has 
been more concerned with bactericidal measures 
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than with operation. In recent American literature, 
however, operative measures in puerperal pyemia, 
including ligation and excision of infected veins, 
have ‘been given considerable attention. The 
French school also has taken up operative treat- 
ment recently. 

In January, 1920, a case of septic abortion was 
reported in which hysterectomy was successful. 
Faure prefers the vaginal method. The good results 
reported in France stimulated the author to try 
the procedure in suitable cases. It is well known 
that septic abortion often ends in spontaneous 
recovery. About 10 per cent of the most severe 
cases, however, reach the clinic. Several cases of 
septic abortion with chills and symptoms of pyemia 
are described. Hysterectomy was life saving. Lap- 
arotomy was performed in every instance because 
it gives a better view of the field of operation and 
permits inspection of the adnexa and the establish- 
ment of drainage on both sides. 

Regarding the indications for operation Faure 
says the uterus should be removed if, twenty-four 
hours after curettage, there is no marked improve- 
ment, that is, if the temperature does not fall, the 
pulse remains high, and chills persist. In Lumen- 
tut’s opinion it is a mistake to curette when the 
temperature is high. He believes that if operation 


can be performed in acute appendicitis and other 
inflammatory processes in the abdominal cavity, 
there is no reason why it cannot be done when the 
uterus is the source of infection. It is a question 
of the life of the mother and the most radical 
methods are permissible. Kocu (Z). 


NEW-BORN 


Burnell, M.: A Case of Intra-Uterine Fractures. 
J. Michigan State M. Soc., 1921, xx, 243 


Burnell reports the delivery in a case of a sacrum 
right anterior presentation. The child weighed 
3,044 gm. and measured 48!% cm. in length. The 
cephalic diameters were normal. Routine examina- 
tion revealed the fact that many of the long bones 
were curved and their shafts were nodular. Under 
the slight manipulation the right femur was broken. 
The family history was negative. 

The condition was believed to be osteogenesis 
imperfecta, chondrodystrophy, congenital syphilis, 
or congenital rickets, most probably the first. 
The roentgenologist reported as follows: “All of the 
bones show a marked increased radiability denoting 
loss in lime-salt content.”” The presence of new bone 
formation indicated old or intra-uterine fractures. 
The prognosis is grave. R. E. Curistie, M.D. 
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GENITO-URINARY SURGERY 


ADRENAL, KIDNEY, AND URETER 


Boyd, M. L.: Nephritis and General Surgery. 
South. M. J., 1921, xiv, 368. 


Boyd summarizes the facts regarding nephritis 
which should be known by the surgeon and the 
methods he should employ as follows: 

1. He should recognize the presence of a nephri- 
tis and determine the extent of impairment of kid- 
ney function. 

2. If possible, he should learn the cause of the 
nephritis and relieve it before operation. 

3. He should take suitable measures to pre- 
vent an exacerbation of the nephritis and further 
injury to the kidneys which might result from an 
operation. 

4. Except in cases of necessity he should not 
operate when the kidney impairment is so great 
that it is improbable that the patient will live very 
long under any circumstances. 

Recognition of the presence of a nephritis is fairly 
certain if an early morning specimen of urine is 
examined for albumin and casts. The more acute 
the attack of nephritis the greater the concentration 
of the albumin. However, neither from the quan- 
tity of albumin nor from the quantity and char- 
acter of the casts can much information be obtained 
concerning the extent of permanent functional 
impairment, and it is usually with the latter that 
the surgeon is most concerned. 

The presence of pus is of itself a warning that the 
kidney function must be determined before non- 
emergency surgical procedures of any kind are un- 
dertaken. 

Of the many methods used to test the function- 
ing of the kidneys there are at least two which are 
very simple and satisfactory: (1) the determination 
of the quantity and concentration of seven speci- 
mens of urine collected during a period of twent¢- 
four hours, and (2) the phenosulphonephthalein 
test. 

The cause of many cases of chronic nephritis and 
of some acute cases cannot be learned. Syphilis 
may produce all degrees of nephritis without other 
apparent symptoms of the disease. A seemingly 
normal tonsil may be the cause of well-marked 
changes, and there are various other responsible 
conditions which may be overlooked if they are 
not carefully sought. 

Unless the kidney function is very low the imme- 
diate danger of operation in chronic nephritis is 
that the impairment in function may become 
greater as the result of the strain incident to the 
operation. 

The routine of preparation for operation adopted 
by nearly all surgeons to-day includes the prin- 


cipal measures used in caring for the kidneys. Cer- 
tain ‘eatures, however, require emphasis: 

1. From a few days to several weeks should be 
allowed for the preparation of the patient for opera- 
tion if nephritis is present. 

2. The bowels should be kept open. Water 
should be given freely and the patient should take 
moderate daily exercise. 

3. When the kidneys are badly impaired the 
anesthetic should be nitrous oxide and oxygen, its 
effectiveness being increaséd when necessary by 
smail amounts of ether. 

4. The: blood pressure should be watched and 
heart stimulants should be administered in time to 
be of value. 

5. Hypodermoclysis of 500 to 800 c.cm. of nor- 
mal saline solution is of great value. Intravenous 
injections of 250 c.cm. of normal saline with 10 
minims of adrenalin chloride solution are well 
borne if given slowly and may be repeated in three 
to six hours if necessary. The indication for their 
use is based on the amount of fluid the patient is 
absorbing and eliminating. Proctoclysis is undoubt- 
edly beneficial but is inferior to the more direct 
hypodermoclysis and intravenous injections. It 
gives the best results when an open No. 30 French 
rectal tube is used and the water container is hung 
just above the level of the rectum. 

4. Acute nephritis is a contra-indication to 
operation unless it is caused by the condition for 
which the operation is to be performed. 

THEODORE DrozpowitTz, M.D. 


Pousson: My Experience in the Surgery of Nephri- 
tis (Ma pratique de la chirurgie des néphrites). 
J.@urol. méd. et chir., 1921, xi, 353- 


Since 1898 Pousson has been an advocate of the 
surgical treatment of medical nephritis not only in 
the acute crises and the complications of chronic 
nephritis but to repair the effects of the inflamma- 
tory processes. In this article he reports the 
results of his operations in this field. 

The twenty-nine cases reviewed include all 
varieties of nephritis, both acute and chronic, and 
cases in which all medical methods were tried 
without avail. 

Seven cases of acute nephritis were operated upon 
with only one operative death. Five nephrotomies 
and two nephrectomies were done. The one death 
followed a nephrectomy. This patient was in a 
very alarming condition at the time of operation 
and Pousson believes a nephrotomy might have 
saved his life. One patient died from infection of 
the other kidney four months after operation, and one 
died of infection generalized throughout the urinary 
tract four and one-half years after operation. 
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In Pousson’s opinion incision of the renal paren- 
chyma gives the best results. This procedure fulfills 
the three fundamental indications, relief of conges- 
tion, antisepsis, and drainage. 

In eleven cases of chronic nephritis with compli- 
cations menacing life the following operations 
were done: one simple unilateral decapsulation; 
two simple bilateral decapsulations; two unilateral 
decapsulations combined with nephrotomy; eight 
unilateral nephrotomies and drainage of the renal 
pelvis; and one nephrectomy. There were six 
deaths, three within a few hours after operation and 
three between the fifth and seventh days afterward. 
Although the mortality was nearly 50 per cent, it 
must be borne in mind that the condition of the 
patients was very serious, and this, rather than 
the operation, Pousson believes, was probably 
responsible for the fatal outcome. 

Of the five patients who survived operation two 
died about two years subsequently, two are still 
alive, and one cannot be traced. The amelioration 
in these cases may be attributed chiefly to the 
operation. 

Of the six immediate deaths, one followed bilateral 
decapsulation; one, decapsulation and nephrotomy 
on the same kidney; one, decapsulation of one 
kidney and nephrotomy on the other; and three, 
unilateral nephrotomy. In all cases there was 
marked oedema with uremia or oliguria. 

Pousson reiterates his preference for nephrotomy 
as compared with nephrectomy and decapsulation. 
Nephrectomy is rarely indicated. Decapsulation 
attacks only one of the factors of an acute crisis, 
viz., compression of the renal parenchyma, but 
nephrotomy (which may be associated with decap- 
sulation) is efficacious in remedying intrarenal 
tension and acts rapidly as well on uremia, oedema, 
and hypertrophy of the heart. 

A nephrotomy was done in four cases of chronic 
painful nephritis. These were cases, if not of 
Bright’s disease, at least of inflammatory: lesions 
resulting from irritation of the anatomical elements 
by uric or oxalic salts. A rapid and permanent 
recovery was obtained in every instance. 

In four cases of chronic hematuric nephritis two 
nephrectomies and two nephrotomies were done. 
All of the patients recovered. 

In hematuric nephritis the lesion is almost always 
unilateral. Therefore nephrectomy removes the 
cause. As the causes of the hemorrhage lie in 
anatomical alterations of the vessels in general, 
vascular hypertension, hypertrophy of the heart, 
and disturbances of the innervation of the anatom- 
ical elements of the kidney, the benefit of nephrotomy 
is due to relief of the congestion and blood pressure 
and decompression of the strangulated nerve ele- 
ments, 

Three patients operated upon in the course of 
chronic nephritis to overcome cedema and improve the 
function of the kidney made good recoveries, but one 
died seven months later from a cardiac condition. 

W. A. BRENNAN. 


Bugbee, H. G.: Primary Carcinoma of the Kidney 
with Impacted Ureteral Calculus. J. Urol., 
1921, Vv, 267. 


Because of the confusion which has persisted so 
long with regard to the differential diagnosis of 
tumors of the kidney, particularly true malignant 
disease and hypernephroma, and because of the fact 
that the origin of these neoplasms is still under 
dispute, the author believes it is of importance to 
report additional cases. 

In an effort to elucidate the origin of hypernephro- 
ma, the so-called “‘Grawitz tumor” of the kidney, he 
quotes Dunn and reviews briefly the theories of 
other writers. He states that epithelial abnormalities 
of the three types, namely, suprarenal rests, adeno- 
papillary tissue, and papilliferous cysts, were found 
fairly frequently in the kidneys in a series of 80 
consecutive cases. In Bugbee’s opinion any of these 
aberrant epithelial structures might conceivably 
give rise to malignant tumor formation, but of the 
three the papilliferous cysts seem to be the most 
probable origin of tumors of the Grawitz type 
because of their peculiar histologic structure. 

While hypernephroma may be regarded as of 
frequent occurrence, true malignant neoplasms of 
the kidney are generally conceded to be relatively 
rare. From the statistics of autopsy and operating 
rooms Garceau compiled a table of all tumors affect- 
ing the urinary tract found at the Massachusetts 
General Hospital during a period of ten years. These 
included 33 hypernephromata of large size and 
distinctly malignant type, 3 carcinomata, 2 sar- 
comata, and 4 malignant papillary adenomata. He 
holds that carcinoma of the pure type is a tumor of 
extreme rarity in the kidney, and insists, on the basis 
of his investigations, that the tumor most commonly 
found in the kidney is that derived from adrenal 
rests, namely, hypernephroma. 

In a study of the clinical records of 83 malignant 
tumors of the kidney operated on at the Mayo Clinic 
up to July 1, 1912, Braasch classified these tumors 
according to their histologic structures as hyper- 
nephroma (mesothelioma), sarcoma, carcinoma, and 
embryoma, but pointed out that a clinical differentia- 
tion according to this histologic classification is 
usually impossible prior to exploration. From a 
clinical point of view, therefore, he considered the 
various forms of tumor together. Complete data of 
malignant renal tumor (a palpable tumor in the 
region of the kidney, hemorrhagic urine, persistent 
pain referred to the region of the tumor, and the 
general symptoms of malignancy) were found in but 
32 of the 83 cases studied. Two of the three symp- 
toms were present in 37 cases, and but one in 14 
cases. He considers it evident, therefore, that the 
clinical diagnosis must often be based on only one 
or two cardinal symptoms. 


Bugbee reports the case of a man 44 years of age. . 


The patient’s family history was negative. In 1892 
he had a sharp attack of left renal colic, but did not 
pass a calculus. About fifteen years ago he had 
another attack. In October, 1918, a severe attack of 
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influenza was followed in two weeks by hematuria 
and pain and tenderness in the left upper quadrant 
and the lumbar region on the left side. 

Examination revealed an indefinite mass in the 
left upper quadrant and lumbar region. The 
hemoglobin was 33 per cent. The temperature 
varied from subnormal to 102 degrees F. Cystoscop- 
ic examination showed moderate congestion of the 
bladder. Ureteral catheterization showed clear urine, 
but a moderate nephritis of the right kidney and an 
obstruction of the left ureter 25 cm. from the bladder 
A roentgenogram revealed a large oval calculus in 
the left ureter. A pyelogram showed that the outline 
of the renal pelvis had been destroyed. On culture 
the urine from the right kidney was found to be 
negative but that from the left kidney showed 
staphylococci and short bacilli like the bacillus 
influenzz. The pre-operative diagnosis was im- 
pacted ureteral calculus and pyonephrosis. 

An operation was performed Dec. 21, 1919, under 
nitrous oxide anesthesia. An oblique lumbar in- 
cision exposed a mass of blood clot and pus surround- 
ing the kidney. The kidney had a gangrenous 
appearance. The kidney and clots were lifted out, 
the kidney capsule being left. The blood vessels at 
the hilum were secured with two mattress sutures, 
and the wound was packed with gauze and partially 
closed with through-and-through sutures. 

The operation required but a few minutes, but the 
patient’s condition did not warrant further ex- 
ploration. 

This condition continued for two months, when an 
induration appeared beneath the surface of the 
wound, there was a foul discharge from the sinus, 
and a growth rapidly developed in the flank and 
increased in size until, at the time of death five 
months later, it extended below the ilium and filled 
the lumbar region. 

The appearance on the surface was typically 
that of carcinoma. Microscopic study of this 
specimen showed well-nourished carcinoma cells 
around a large blood vessel. The tissue in the 
periphery was entirely necrotic. 

In connection with this case the author emphasizes 
the following points: 

1. Carcinoma of the kidney is rare, but does 
occur as a pathologic’ entity and must be differenti- 
ated from hypernephroma. 

2. The diagnosis cannot be made before operation. 

3. The role of infection and nephrolithiasis in the 
etiology is suggestive. 

THeovore Drozpow!rz, M.D. 


Curtis, F., and Potel, G.: A Suprarenal Tumor of 
the Abdominal Wall (Un cas de tumeur surrénal- 
ienne de la paroi abdominale). J. d’urol. méd. et chir., 
1921, xi, 403. 


A woman 68 years of age entered the hospital with 
an ovoid tumor in the epigastric region which had 
been present for six years but only recently had 
begun to bleed and increase in size alarmingly. This 
mass, which was very clearly pulsatile, lay trans- 


versely above the umbilicus and was adherent to 
the overlying discolored skin. 

On removal it was found to weigh 190 gm. 
and to be very extensively vascularized. The 
histologic examination showed that it contained a!| 
the elements of a suprarenal gland. There was not 
only a cortical layer but also a medullary zone and 
their relative proportions were normal. It was 
therefore diagnosed as a subcutaneous metastasis 
of a suprarenal tumor, probably a hypernephroma. 
The patient showed no sign or symptom of a deep 
tumor in the renal or perirenal regions and her 
complete postoperative recovery confirmed the con- 
clusions drawn at the clinical examination. 

The authors state that the subcutaneous inser- 
tion of a complete suprarenal and its neoplastic 
transformation have not been recorded in the litera- 
ture previously. Their conclusions are as follows: 

1. In the group of tumors originating from 
aberrant suprarenal anlages a new variety is to be 
distinguished, viz., subcutaneous tumors of the 
abdominal wall. 

2. These tumors, differing from those occurring 
in other regions, are formed by the union of the 
cortical and medullary substances of the normal 
suprarenal gland. They represent true aberrant 
glands transformed into neoplasms. 

3. Embryology explains the production of these 
tumors and experiments demonstrate the survival 
of suprarenal tissue grafted in other regions. 

4. The attention of surgeons should be drawn to 
certain tumors of a lipomatous and hemorrhagic 
aspect in the abdominal wall which may be of 
suprarenal origin. In many cases these tumors 
may have been mistaken for lipomata of the abdo- 
minal wall. 

5. Extreme vascularization and isochronous pulse 
expansion should attract the surgeon’s attention 
because these occur in suprarenal tumors and are 
seldom noted in ordinary tumors of the subcutaneous 
cellular tissue. W. A. BRENNAN. 


Puppel, E.: Extravesical Implantation of a Simple, 
Non-Supernumerary Ureter and Its Treatment 
(Extravesicale Ausmuendung eines einfachen, nicht 
ueberzaehligen Ureters und ihre Behandlung). 
Zentralbl. f. Gynaek., 1921, xlv, 667. 


Only 19 normally placed but extra-vesically im- 
planted ureters have been reported in the literature. 


‘The author reports the case of a girl of 20 years who 


had suffered from leakage of urine from her child- 
hood. The left labium majus was markedly 
swollen. Vaginal examination revealed the mouth 
of the right ureter emptying into the vaginal vault, 
while the cystoscopic examination showed only the 
mouth of the left ureter in the bladder. The 
demonstration of both ureters in the roentgen plate 
by means of collargol was impossible because the au- 
thor was unable to pass the. catheter into the right 
ureter beyond the region of the umbilicus. 
Implantation of the right ureter into the bladder 
gave a good functional result. A cuff of vaginal 
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mucosa around the vaginal orifice of the abnormal 
ureter was excised, left attached to the ureter, and 
fastened by three sutures into an incision in the 
bladder. Seventeen such cases in which a vaginal 
operation was done are reported in the literature. 
VorSCHUETZ (Z). 


Coffey, R. C.: Transplantation of the Ureters 
into the Large Intestine in the Absence of a 
Functionating Urinary Bladder. Surg., Gynec. 
& Obst., 1921, xxxii, 383. 


During a series of very interesting experiments 
in bile-duct surgery on animals the author noted 
that whenever the duct was implanted directly 
into the duodenum it became greatly dilated in 
spite of the fact that there was no obstruction. 
This dilation was caused by a constant force which 
Coffey calls ‘‘static intra-intestinal pressure.” 

Looking further, he then found that the normal 
duct pierces the intestine to the mucosa and extends 
under the mucosa for some distance before it emp- 
‘ties into the bowel. By the use of a rubber bag 
attached to an irrigator he proved that the closure 
of this opening was mechanical. Over the opening 
within the bag he cemented a rubber flap. The 
escape of water from the bag was prevented by the 
pressure within the bag against the flap. In a 
series of experiments in which the common duct 
was implanted just beneath the mucosa the absence 
of dilation was demonstrated. 

In other experiments Coffey implanted the ureters 
of six dogs directly into the bowel following the same 
principles. Five of the animals died and the sixth 
showed dilation and thickening of the ureter and 
destruction of the kidney. In nine dogs the ureter 
was implanted by the submucous method. Five 
of the six dogs which recovered did not show dilation 
of the ureters or injury of the kidneys. The original 
technique is as follows: 

The duct or ureter is ligated with linen or silk 
and then cut above the ligature. The wall is split 
with the scissors. A linen thread is passed through 
the split end about half way, tied, and then thrown 
around the other half and tied. The ends are 
threaded on needles. These are used for traction 
and to maintain the split. After the intestine has 
been opened to the mucosa for an inch or more, 
five or six sutures are passed through the peritoneal 
and muscular coats. The suture at the upper end 
is tied and used as a control. 

The split end of the ureter with the traction 
thread and needles is passed under the sutures and 
inserted into the lumen of the intestine, through a 
stab-wound in the mucosa, the needles piercing the 
intestine 34 in. beyond the end of the wound and 
‘4 in. apart. Tension on these threads pulls the 
ureter into the lumen of the intestine. The ends 
are tied on the outside. The intestinal sutures are 
then tied and the outer wall of the ureter is tacked 
to the intestinal peritoneum with fine thread. 

C. H. Mayo has modified this technique by using 
fine catgut instead of linen, leaving out the upper 


control suture, and using curved, rubber-covered 
clamps for the intestine and a continuous suture 
instead of interrupted sutures. He implants the 
right ureter low down into the rectum and at the 
same time fastens the parietal peritoneum to the 
intestine near the anastomosis. Ten to fourteen 
days later the left ureter is transplanted into the 
sigmoid. Judd transplants the left ureter extra- 
peritoneally. 

In Osler’s memorial volumes Mayo reported 52 
cases. Of 6 patients operated on by the plastic 
method, 1 died six months later (traumatic exstrophy 
at childbirth). Among those operated upon by the 
Mandl-Moynihan method, 2 out of 3 died. In 22 
of 26 cases treated by the transplantation method 
the results were successful. Seventeen were not 
operated upon for various reasons. Following opera- 
tion a perforated rubber tube was used in the 
rectum. 

The author reports 5 of his own cases. Two were 
cases of malignancy; 2, cases of exstrophy of the 
bladder; and 1, a case of marked contraction of the 
bladder due to ulceration. The functional results 
were good in every instance. The 2 patients with 
malignancy died ultimately of abdominal recur- 
rence. In the case of contracted bladder one ureter 
which was greatly thickened and dilated was trans- 
planted through the left rectus muscle. In this 
ureter there was good function, but the other one, 
which was implanted into the cacum, ceased to 
functionate. The bladder symptoms were relieved. 

The technique described differs from the Stiles 
operation in that in the latter the ureter is sur- 
rounded with the entire thickness of the intestinal 
wall. In the Fowler operation a flap of loose mucous 
membrane is used to cover the opening. In the 
Martin operation the intestinal muscle is employed 
to form a sphincter. Static intra-intestinal pressure 
is not considered. 

An abstract does not do justice to an article of 
this type. The original paper should be read to be 
appreciated. C. D. Pickrett, M.D. 


Robinson, A. L.: A Note on Injuries to the Fe- 
male Ureter. Brit. M.J., 1921, i, 665. 


Injury to the ureter is one of the most common 
complications of pelvic surgery. The possibility of 
such injury is present in ligation of the ovarian and 
uterine vessels and in division of the attachments of 
the broad ligaments, cervix, vagina, and bladder. 
In Wertheim’s operation full exposure of the ureter 
is necessary. Such dissection will be a valuable aid 
also in avoiding injury during operations on burrow- 
ing fibroids and intraligamentary cysts. The ureter 
may be identified by its peristaltic contraction, the 
absence of pulsation, and the consistency of its 
walls. The results of bilateral injuries are summar- 
ized as follows: 

Double section: leakage with general infection 
and death. 

Double ligation: anuria which is fatal if unre- 
lieved. The treatment consists in releasing or im- 
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mtn one or both ureters, or draining the kid- 
neys by nephrostomy. 

The resuits of unilateral injuries are: 

Section: leakage; acute infection. 

Partial section: subsequent leakage and fistula 
formation. 

Ligation: atrophy of the kidney with or without 
symptoms of renal insufficiency (acute or chronic 
uremia). 

Ligation: reflex suppression with complete anuria. 

In cases of bilateral ureteral occlusion immediate 
repair or implantation should be attempted. The 
ligation or division of one ureter leads to the tempo- 
rary distention of the renal pelvis followed by renal 
atrophy. In a case of division of the left ureter and 
temporary occlusion of the right ureter with forty 
hours of anuria, the patient recovered after decap- 
sulation of the right kidney; the right ureter again 
carried on its function. Early operation is recom- 
mended. G. S. Foutps, M.B. 


BLADDER, URETHRA, AND PENIS 


Rihmer, B.: Operations for Urinary Stones and 
Their Indications (Harnsteinoperationen und 
ihre Indikationen). Orvosi hetil., 1920, xiv, 305, 
319, 329, 335- 

Eighty-eight patients were operated upon for 
bladder stone. In 82 cases of typical high section or 
lithotripsy there were 4 deaths (4.8 per cent); 1 
patient died later. The total mortality was 6.1 per 
cent. All of the deaths were those of patients sub- 
jected to section of the bladder (32 cases), but the 
number of recurrences was much greater in the 
cases in which lithotripsy was done. 

Of the 21 cases of recurrence 5 followed section 
of the bladder, and 16 followed lithotripsy. This 
tendency to recurrence is the only disadvantage of 
lithotripsy. Section of the bladder not only has a 
much higher mortality but is frequently followed 
by stubborn fistula. Lithotripsy should not be 
used in cases which present great technical diffi- 
culties, such as a too large or too hard stone, a 
stone in a diverticulum, or a contracted bladder. 
It is contra-indicated also in cases complicated by 
cystitis, pyelitis, and nephritis. 

Cases with severe infection should not be oper- 
ated upon at all, especially if the patient is old. In 
the cases reviewed most of the deaths after opera- 
tion for stone in the bladder were those of patients 
from 69 to 79 years of age who had severe urinary 
infection. Rihmer reports the following figures from 
the Hungarian Surgical Society for the year 1912: 


High Section Lithotripsy Total 
Authors Cases Deaths Cases D s Cases Deaths 
Makasch 37 9° 30 2 67 2 
Baké 12 I 65 H 17 6 
Dollinger 34 ? 73 107 6 
Haberern 29 I Ir I 4° 2 
Hensel 39 I Io ° 49 I 
Huetl 10 3 7 I 17 4 
llyés 13 2 90 I 103 3 
Remete 26 2 90 2 116 4 
Réney 69 13 5 ° 74 13 
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Rihmer emphasizes especially the importance of 
performing bladder section under local anesthesia, 
and lithotripsy under parasacral anesthesia. This 
assures freedom from pain. He recommends drain- 
age of the bladder after section. 

Twelve operations were done for urethral stone; 
five of these were in the prostatic part of the ure- 
thra. In the latter, two stones were pushed back 
into the bladder, one was crushed, one was removed 
by bladder section (an incrusted piece of bone in a 
case of gunshot wound of the pelvis), and the rest 
were removed by incision in the bulb of the urethra. 
There was 1 case of true stone of the prostate. Only 
part of this calculus was removed; a fistula remained. 
In another case a fistula remained after the removal 
of a stone from the pendulous part of the urethra 
by external urethrotomy. 

In 49 operations performed on 46 patients for 
kidney stone there were 3 deaths (6.1 per cent). 
Five nephrolithotomies were performed with pri- 
mary suture. Following one of the latter it was 
necessary to remove the kidney secondarily on ac- 
count of hemorrhage. In 3 nephrolithotomies with 
drainage there was one death, due to pneumonia. 
Of 2 patients subjected to nephrostomy, 1 died but 
was in a septic condition at the time of the opera- 
tion. Bilateral nephrostomy was done in a case of 
infected hydronephrosis following incarceration of 
stone. There were 2 pyelotomies and 25 nephrec- 
tomies. Fourteen of the latter were done for pyo- 
nephrosis. Among these cases there was one 
death, due to septic pneumonia. 

Fever with chills and anuria is regarded as the 
vital indication for operation. Operation is recom- 
mended also for all cases in which there are large 
stones in the kidney pelvis. Pyelotomy is the pro- 
cedure of choice as it is much less dangerous than 
nephrotomy. Nephrotomy should be done only 
when the stone cannot be reached from the kidney 
pelvis and causes frequent colic, suppuration, and 
hemorrhage. 

Nephrectomy is the only operation for pyonephro- 
sis. In 3 of the 6 cases of stone in the ureter the 
stone passed down the ureter spontaneously after 
injections of oil or glycerine. In 1 case it was incar- 
cerated in the vesical part of the ureter and was 
removed by high section; the patient recovered. 
Death occurred in 2 cases in which nephrostomy 
was performed for stone on account of sepsis or 
anuria of six days’ duration. Pétya (Z). 


Peters, W.: Tuberculosis of the Penis (Die Tuber- 
kulose des Penis). Beitr. z. klin. Chir., 1921, cxxii, 
647. 

Tuberculosis of the penis or the urethra as a phase 
of urogenital tuberculosis is more frequent than was 
formerly supposed. Usually it is overshadowed by 
the associated processes. Primary urethral tuber- 
culosis, however, is rare. By children it is acquired 
at circumcision; by adults, in sexual intercourse or 
through the blood. It sometimes occurs in associa- 
tion with gonorrhoea or lues. 
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To the two cases of hematogenous tuberculosis 
of the penis reported in the literature which were 
primary in the sense that no other localization of 
the disease could be discovered, the author adds a 
case of his own. At the external orifice a tuber- 
culous ulcer was found, and 6 cm. back of this, 
a stricture of the urethra. The use of Pezzer’s 
retention catheters and X-ray treatment caused 
improvement and rendered the patient free from 

ain. 

‘ The development of secondary tuberculosis of 
the penis is relatively common when the rest of the 
urogenital tract is involved by the disease. The 
extension may occur by way of the lymph stream or 
along the surface of the mucous membrane. In- 
juries of the epithelium such as those which may be 
caused by catheterization favor the localization of 
the tubercle bacilli even when there is no other 
predisposing condition. Urethral strictures may 
develop on a purely tuberculous basis and cause 
urinary extravasation and the formation of urinary 
fistule. Koenie (Z). 


GENITAL ORGANS 


Randall, A.: The Varying Types of Prostatic 
Obstruction. J. Urol., 1921, v, 287. 


This article is based on a series of more than 800 
autopsies. The author states that, generally 
speaking, only three different types of changes are 
found in the prostate: (1) glandular hyperplasia, 
(2) fibrosis, and (3) neoplasms. He has drawn this 
conclusion chiefly from intensive study of clinical 
material before operation and of specimens removed 
at the operating table. In the 800 cases which came 
to autopsy he examined the prostate, the bladder, 
and their adnexa. The bodies were those of patients 
of various ages but the majority were those of old 
persons. The fact that they suffered from urinary 
obstruction during life was evident from the clinical 
picture, the cystoscopic findings, and the anatomico- 
pathologic changes found especially in the bladder, 
ureters, and kidneys. 

The cases are divided into four groups to dem- 
onstrate the varying pathology more clearly: 
(1) those of generalized prostatic hypertrophy, 
(2) those in which only the median bar was 
hypertrophied, (3) cases of median-bar obstruction; 
and (4) cases of malignant growths. 

The author next discusses the types of hyper- 
trophy of the first group from their earliest mani- 
festations to hypertrophic growths of large size, 
going into detail regarding the mechanism of the 
obstruction and its pathology. There were 29 cases 
of simple lateral-lobe hypertrophy and 22 cases of 
trilobar hypertrophy, the median and both lateral 
lobes showing definite enlargement. 

Randall agrees with Thompson that the so-called 
middle lobe is a pathologic product derived from 
one or both lateral lobes and is non-existent in the 
normal prostate. There were over 42 cases of 
hypertrophy of the median lobe alone in the series 
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and in 22 instances hypertrophy of this lobe was 
associated with lateral-lobe enlargement (true tri- 
lobar hypertrophy). Median-lobe involvement was 
present, therefore, in 64 cases. The ages of these 
patients ranged from 35 to 85 years. 

The term “median-bar obstruction” is used to 
designate obstruction to the bladder which cannot 
be accounted for by lateral- or middle-lobe pathology. 
The two distinct pathologic changes causing it are, 
first, true fibrosis, and second, localized hyper- 
trophy. The fibrotic and hypertrophic forms may 
be differentiated cystoscopically. The true fibrotic 
bar should be destroyed, while the elevated vesical 
lip, the sclerosed sphincter, the narrowed orifice, and 
the tortuous urethra should be rectified. This may 
be accomplished by fulguration, a punch operation, 
or open dissection. A possible fourth method con- 
sists in cautery destruction in an open operation. 
The type due to hypertrophy of gland tissue calls 
for closer study and nicer operative choice. When 
the hypertrophy is in the subcervical glands alone, 
and when it is discrete, partially pedunculated, 
superficial, and not too large, the punch operation 
should remove all of it, but when it is in the pos- 
terior prostatic commissure, deep seated, rounded, 
and broad. based, open operation is essential, com- 
—_ enucleation or cautery destruction being called 
or. 

The frequency with which cancer was found in the 
series of cases reviewed is not a true indication of the 
occurrence of this condition in operative cases 
because the material was not systematically sec- 
tioned for microscopic study. Its incidence in the 
grossly pathologic specimens was only 4 per cent. 

E. F. Hess, M. D. 


Benjamin, A. E.: The Technique and After-Treat- 
ment in Operations on the Prostate. J.-Lancel, 
1921, n.s. xli, 247. 

The first step in prostatic surgery is the building 
up of kidney function. Daily catheterization will 
gradually relieve renal tension and suppression fol- 
lowing the preliminary cystotomy. A retained 
catheter is usually of great benefit. Preliminary 
stock or autogenous vaccines are gf value in cases 
of severe infection. 

After the usual preliminary operative treatment 
the patient is placed on a specially constructed 
apparatus which separates the legs, and the abdom- 
inal wall is opened to the bladder under local 
anesthesia. Three stay sutures are inserted, the 
third being placed transversely to cut off the space 
of Retzius. The bladder wall is opened under 
continued local anesthesia or anasthesia induced 
with gas followed by ether. The capsule is incised 
at its most prominent point and the prostate re- 
moved. The second assistant, who stands between 
the patient’s legs, elevates the prostate through the 
rectum. Excessive bleeding is controlled by means 
of sutures or, if necessary, with gauze. 

In the postoperative treatment a retained cathe- 
ter and a double drainage tube, each of which is 
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connected with a bottle, are used. The catheter is 
held in place by a catgut suture which passes out 
between the drainage tubes. Gentle irrigations are 
employed to keep the bladder free from clots and 
to prevent infection. The catheter is retained after 
the tubes are removed to promote union. Antisep- 
tic and astringent dressings are of value. 
C. D. Pickrett, M.D. 


Gordon, G. S.: Some Unfortunate Sequelz of 
Suprapubic Prostatectomy. Canadian M. Ass. 
J... 1921, Xi, 323- 

The sequele in question are due to continued 
obstruction to urination and manifest themselves 
as dysuria with or without associated lithiasis and 
the more remote consequences of back-pressure, 
chronic uremia and chronic septic absorption. The 
author contends that a certain degree of obstruction 
persists after most prostatectomies, but is usually 
overlooked by both the patient and the surgeon. 

The degree of obstruction and the character of a 
local concurrent infection determine the severity 
of the symptoms. Phosphatic stone may form in a 
residual urine pouch back of the obstruction. Ob- 
struction may be so marked that the urine merely 
dribbles or is evacuated only through the supra- 
pubic fistula. Urinary back-pressure from obstruc- 
tion causes the persistence of back-pressure uremia 
and under these conditions the walls of the upper 
urinary tract are less resistant to infection, septic 
products are absorbed, and chronic toxemia results. 

In a paper read in 1915 and published in Sur- 
GERY, GYNECOLOGY AND OBSTETRICS in May, 1916, 
the author called attention to the réle of the internal 
sphincter of the bladder in cases of postoperative ob- 
struction. He states that after prostatectomy there 
remains dorsally and laterally to the vesical outlet 
a flap of bladder wall which is covered by the tri- 
gone and mucous membrane above, is denuded 
below, and is unsupported by its previous prostate 
contact. At its free edge is the vesical outlet which is 
closed normally by the contraction of certain circu- 
lar fibers of the bladder wall — the so-called internal 
sphincter. The anterior attachment of these sphinc- 
teric bundles is undisturbed at prostatectomy, and 
resumption of function, which follows promptly 
afterward, draws the free margin of the under- 
mined vesical flap forward. 

This flap is bounded by the vesical orifice anteri- 
orly, the ureteral orifices posteriorly, and the mar- 
gins of bladder attachment laterally. Below is 
the prostatic cavity into which, because of the 
weight of the urine above, the central part of the 
flap bellies. This is what happens after prostatec- 
tomy unless the internal sphincter has been de- 
stroyed, and it is in this pouch above the flap that 
residual urine stagnates and, when there is infection, 
stones form. The sphincter edges which have been 
denuded at operation may become coapted and stric- 
ture may develop at this point. In other cases the 
edges may heal solidly together in this position and 
cause absolute retention. 


The results of the remedy suggested for this con- 
dition by the author and later independently by 
Denslow of Kansas City are satisfactory so far as 
postoperative obstruction is concerned. Gordon's 
remedy is described as follows: 

After the new growth has been enucleated in 
prostatectomy, the margin of the internal sphincter 
which lies between the bladder and prostate cavity 
is caught in a forceps, slit on each side with the 
scissors, and the bladder flap thus freed is applied 
to the floor of the prostate cavity by drawing a 
Hagner’s bag into the prostatic urethra. This bag 
holds the flap in place and stops bleeding. A more 
simple procedure which may be used is the Denslow 
or Thomson-Walker technique in which a single slit 
is made in the midline of the sphincter, two lateral 
triangular flaps being thus formed instead of a 
single quadrilateral flap. 

If this precaution is taken at prostatectomy the 
base of the bladder will be on a level with the out- 
let, there will be no residual urine to perpetuate 
infection or favor the formation of stones, no strain- 
ing to urinate with its resultant back-pressure, and 
less tendency to protrusion of hemorrhoids or hernia. 

Kk. F. Hess, M.D. 


Walker, J. W. T.: The Prevention of Urinary 
Obstruction After Prostatectomy. Lazcei, 192), 
cc, 1008. 

The author reports sixteen cases of obstruction 
to the urinary outflow after prostatectomy which 
was caused by the formation of the fibrous tissue 
either at the junction of the prostatic cavity and the 
bladder or at the ureteral end of this cavity. The 
former was the most common. Cases of obstruction 
due to portions of the prostatic lobe left behind or 
to recurrence after removal of a malignant growth 
of the prostate are excluded. 

Failure in the primary operation may be attribut- 
ed to inexperience or lack of skill on the part of the 
operator and to the type of enlargement in ‘the 
gland removed at the primary operation. Obstruc- 
tion more often follows removal of the small fibrous 
type of gland. 

The treatment of obstruction by means of sounds 
is unsatisfactory. The author carefully removes all 
scar tissue from the abdominal wall, dissects the 
bladder free from the posterior surface of the sym- 
physis pubis, and, with the patient in the Trendelen- 
burg position, carefully dissects out all the fibrous 
tissue from the prostatic area. 

To prevent obstruction after the primary opera- 
tion the prostatic area must be well exposed, bleed- 
ing controlled, and any tags of prostatic capsule 
or mucous membrane which might later cause ob- 
struction must be removed. G. S. Foutps, M.B. 


Schultz, O. T., and Eisendrath, D. N.: The Histo- 
genesis of Malignant Tumors of the Testicle. 
Arch. Surg., 1921, ii, 493. 


Following the dicta of Ewing, all malignant 
tumors of the testicle have been considered hereto- 
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fore as teratomatous. Schultz and Eisendrath, how- 
ever, describe several classes as follows: 

“Tn malignant tumors of the testicle, heterologous 
tissues may be present or absent. In the former 
case the teratomatous nature is established. Tu- 
mors without heterologous elements may or may not 
be derived from teratomata. 

“Tn malignant tumors whose teratomatous origin 
is undoubted the atypical tissue usually has a glandu- 
lar character suggestive of derivation from hypo- 
blastic epithelium. In a certain proportion of tumors 
without heterologous tissue the atypical tissue is of 
the same glandular character. Such tumors are 
derived from hypoblastic epithelium whose pro- 
liferation has suppressed or overgrown such tera- 
tomatous structures as may have been present, or 
the malignant proliferation may have begun so early 
that differentiated mixed tissues were not formed. 

“Tn another group of tumors the atypical tissue 
may have the characteristics of chorionic epithelium. 
In about half of the reported tumors of this group 
heterologous elements were present and established 
the teratomatous origin. Chorioma arises from the 
trophoblastic constituents of a teratoma. This may 
occur at so early a stage that histoid or organoid 
structures have not been formed, or at a later stage. 
In the latter case the heterologous elements may 
persist or they may be overgrown by the chorioma- 
tous tissue. 


“In a small group of tumors origin from the 
epiblastic constituents of a teratoma appears prob- 
able. The atypical tissue may have the structure of 
basal-cell carcinoma or of neurocytoma. 

“For those tumors whose teratomatous origin is 
either definitely established by the presence of 
heterologous elements or is rendered very probable 
by the character of the atypical tissue, the designa- 
tion ‘‘embryonal carcinoma” should be accepted. 
This term may be modified by the term “hypo- 
blastic,’ ‘‘trophoblastic” or ‘“‘epiblastic” if the 
atypical tissue is glandular, syncytial, or solid. 

“Quite distinct from the embryonal carcinomata 
are the tumors of the solid, medullary, large-cell 
type. The distinguishing characteristic of these 
tumors is the cell type. The tumor cell is mor- 
phologically identical with the younger cells of the 
spermatogenic cycle and is probably derived from 
the cells of the seminiferous tubules. For this kind 
of tumor the term ‘“‘spermatocytoma” is suggested. 

“Tn our series none of the tumors which we have 
considered to be spermatocytomata contains any 
heterologous elements, nor does the atypical tissue 
have the morphology of that of any of the embryonal 
carcinomata. 

“In our series the age incidence of spermatocyto- 
ma is distinctly higher than that of the embryonal 
carcinoma; the clinical duration is shorter and the 
course is more rapid.”’ V. D. Lesprnasse, M.D. 
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EYE 


Landolt, M.: Self-Inflicted Eye Injuries. 
Ophth., 1921, iv, 345. 

Cases of conjunctivitis found among troops and 
due to soap were detected by means of a 2% per cent 
solution of sulphate of zinc which formed with the 
soap a white precipitate, probably zinc oleomar- 
garate. 

Eye injuries were inflicted also by means of 
cigarette ash, ipecac, and fragments of castor bean. 
The latter produced a white eschar at spots opposite 
each other on the palpebral and ocular conjunctiva 
but these are not easily mistaken. Corneal opaci- 
ties were produced with acetate of lead. 

The case is reported of a young man of high 
social and military standing who presented himself 
with a linear perforation 14 cm. in length at the 
lower limbvs of the globe. He explained that the 
- wound was due to falling on a penknife and was 
very anxious to know if it would produce a trau- 
matic cataract. A cataract did not develop. Six 
months later an exactly similar wound occurred in 
the same eye and the admission was obtained that 
both perforations had been made with a penknife by 
the man himself in order to evade military service. 

S. S. Howe, M.D. 


Am. J. 


Pyle, W. L.: Report of a Series of Remarkable 
Cases of Injury to the Eyeball. N. York M.J., 
1921, Cxiii, 816. 

Case 1 was that of a young man who was struck 
in the eye by glass from a broken car window, one 
piece of which completely penetrated the cornea. 
When this fragment was removed the anterior 
chamber was completely evacuated. Recovery 
was rapid. Complete vision with correction was 6/5. 

Case 2 was a case of traumatic conjunctivitis with 
an entropion and resulting traumatic pterygium. 

Case 3 was that of a boy who received a penetrat- 
ing wound of the upper lid and severe contusion of 
the eyeball from an air-rifle bullet. Both aqueous 
and vitreous contained blood and the pupil was oval 
and did not dilate readily even under the continued 
use of atropine. Recovery was complete but vision 
could not be increased beyond 6/12. 

Case 4 was that of a boy who was shot in the eye 
with B.B. shot from an air gun at short range, 
receiving a severe contusion of the eyeball with 
extensive subconjunctival hemorrhages. There was 
such haziness of the media that ophthalmoscopic 
examination was impossible. The pupil was irregu- 
larly diiated. The lens gradually became completely 
opaque and then became absorbed so that at the 
end of the treatment, nearly a year after the accident, 
vision in the injured eye, with glasses, was 6/12. 


Case 5 was that of a man who had a small foreign 
body, probably emory, in the eye attached to the 
pupillary margin of the iris. This foreign body 
was so small that X-ray plates were inconclusive. 
A cataract gradually developed, but as the eye re- 
mained quiet an attempt at removal of the foreign 
body was not made immediately as it was thought 
that on removal of the lens the foreign body could 
be removed also. T. D. ALLEN, M.S. 


Wiener, A., and Bonime, E.: Sympathetic Ophthal- 
mia: Report of a Case Successfully Treated. 
Arch. Ophth., 1921, 1, 43. 


Ten years before the patient was first seen by the 
authors his left eye had been injured by scissors. 
Six years later the right eye was hit by a baseball. 
From the date of the first injury there were attacks 
of iridocyclitis in the left eye. Enucleation was 
therefore advised. After the sixth year the right eye 
suffered similar attacks. When the patient was first 
seen, vision was 20/200 in the right eye and 20/70 in 
the left, and the whole anterior segment of the right 
eye presented all the signs of a plastic iridocyclitis. 
A complete physical examination revealed nothing of 
significance. 

An iridectomy on the right eye was followed by 
intensive constitutional treatment. This resulted in 
improvement in vision to 20/30 in the right eye and 
20/50 in the left. The right disc then showed a low- 
grade optic neuritis, but without an ascertainable 
reason repeated attacks of inflammation occurred 
and whenever a surgical attempt was made to free the 
pupil there was an immediate reaction which closed 
the opening. Vision was finally reduced to percep- 
tion of light. A band keratitis finally developed in 
both eyes and the patient became helpless. 

A course of intravenous and subcutaneous vac- 
cination with typhoid, and autogenous streptococcus 
and pneumococcus vaccine was given. When an 
iridectomy was again done on the right atrophic iris 
no reaction occurred. The lens was removed by 
discission. Just behind it a whitish exudate was 
found. An opening effected with a fine needle knife 
gave vision of 15/100. S. S. Howe, M.D. 


Sac. Laryngoscope, 1921, xxxi, 284. 


The first step of the Mosher-Toti operation on the 
lachrymal sac is the removal of the anterior end of 
the middle turbinate. 

The second step is the exposure of the lachrymal 
sac. An incision is made about 6 mm. from the inner 
canthus of the eye, beginning at the level of the 
crease in the upper eyelid, which marks the summit 
of the globe, and running downward to 2 ro 3 mm. 


Mosher, H. P.: The Mosher-Toti Operation on the 
Lachrymal 
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below the inner end of the lower rim of the orbit. 
The sac is exposed and turned from its bed by elevat- 
ing the periosteum of the orbit from above downward 
and 2 or 3 mm. beyond the crest of the lachrymal 
bone until the beginning of the nasal duct is seen 
clearly. 

In the third step the lachrymal bone is broken 
down in front of the crest, an opening is made into 
the nose equalling at least the height and width of 
the sac, and the inner wall of the nasal duct is then 
bitten away with a small conchotome to the level of 
the upper rim of the inferior turbinate. 

In the fourth step the inner half of the lachrymal 
sac and the inner wall of the soft tissues of the 
nasal duct are removed, the region of the nose 
opposite the opening in the bone is made free from 
tags and overlapping ethmoidal cells, the tissues are 
replaced, and the skin is sutured. 

The Mosher-Toti operation differs from the 
original Toti operation in that no attempt is made 
to join the lachrymal sac to the nasal mucous 
membrane by making equal and opposite openings 
in each and anastomosing them by sutures. The sac, 
as a sac, is destroyed, only the essential part of it, the 
outer wall and punctum, being preserved. The nasal 
mucous membrane exposed by the bone opening is 
also sacrificed. 

The advantages claimed for the operation are 
that it cures the epiphora, is simple to execute, 
and is done entirely by sight. |S. S. Howe, M.D. 


Roberts, B. H. S.: A Series of Cases of ‘‘Glass- 
Blowers’ Cataract’’ Occurring in Chainmakers. 
Brit. J. Ophth., 1921, v, 210. 


During the last few years the author has collected 
notes of about twenty-five cases of cataract in men 
and women engaged in chainmaking. In every 
instance a posterior polar or cortical opacity of a 
type closely resembling that occurring in glass- 
blowers was present in one eye or in both. _ 

Chain is made by hand, the work being a special- 
ized type of blacksmithing, and the workers gaze 
all day without protection either into the fire or at 
the white-hot metal. It is believed that many more 
are affected than come for treatment as it is a matter 
of common belief among the workers that their 
sight will fail between the ages of 50 and 60. 

In all the cases in which the fundi could be seen 


nothing abnormal was found. _ S. S. Howe, M.D. 


Zbikowski: Changes in the Position of the Lens 
(Cambios de posicién del cristalino). Rev. méd. de 
Sevilla, 1921, xl, 1. 


_ After briefly discussing the types and the usual 
immediate and predisposing causes of lenticular 
dislocation the author presents four cases. 

He states that the lens is kept in the fossa patel- 
laris by the consistency of the vitreous and’ the 
tenseness of the suspensory ligament. This equili- 
br um may be broken by: (1) distension, stretching, 
or rupture of the zonula, (2) alteration in the con- 


sistency of the vitreous, and (3) alteration in the 
intra-ocular pressure. 

Dislocations may be divided clinically into two 
classes depending upon whether the lens remains 
clear or becomes cataractous and whether the dis- 
location is acquired or congenital. In all congenital 
subluxations there is always a developmental defect 
in the zonula. 

Case 1 was that of a woman 45 years of age who 
gave a history of head injury and complained of 
attacks or crises of pain. A dislocated lens was 
found which moved from the posterior to the ante- 
rior chamber with the movements of the head. 
The pain was due to traction on the ciliary body. 
Only the nucleus of the lens remained, the lens 
being therefore able to pass through into the ante- 
rior chamber. Following extraction of the lens 
from the anterior chamber there was complete 
relief from pain. 

Case 2 was that of an undernourished child, 12 
years of age, who complained of attacks of pain 
and vomiting. Both eyes were buphthalmic, the 
right being absolutely blind but not painful. The 
left eye, which was painful, was slightly enophthal- 
mic and showed a large ectasia of the sclera contigu- 
ous to the corneal limbus. Focal illumination 
showed the upper inner edge of the lens to be dis- 
located into the anterior chamber. A 5 per cent 
euphthalmin hydrochloride solution was instilled 
in the eye and the patient put to bed. In twenty- 
four hours the lens had returned to the posterior 
chamber. The eye was then put under eserine. The 
general health improved and the attacks of pain 
disappeared. The scleral ectasia and the change in 
the anterior segment of the eye explain the stretch- 
ing and degeneration of the zonula which allowed 
the lens to change its position. 

Case 3 was that of a boy who was struck in the 
left eye about three months previously with a 
straw hat. The pupil was widely dilated and at 
one point the iris was bound to a linear scar at the 
limbus by a foreign body which proved to be the 
nucleus of the lens. 

Case 4 was a case of luxation of the lens beneath 
the conjunctiva due to a blow which squeezed the 
globe between the bony orbit. The lens was incar- 
cerated in scar tissue between the limbus and the 
insertion of the rectus muscle. 

S. A. Scnuster, M.D. 


Derby, G. S.: Intra-Ocular Foreign Body, a 

Surgical Emergency. Am. J.Ophth., 1921, iv, 334. 

In every injury of the eye the possibility of an 
intra-ocular foreign body should be considered. The 
site of a perforation is often overlooked, especially 
if it is in the conjunctiva, and it is not so very rare to 
find a small foreign body where careful previous 
inspection did not reveal the presence of a pene- 
trating wound. 

Because of the danger of infection or later fixation 
by exudate, the extraction of a magnetic foreign 
body should be performed as soon as possible. 
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The author deplores the tendency to accept a 
negative X-ray report as final, as a small foreign 
body may escape the ray just as a small wound in 
the eyeball may escape observation. 

The one indispensable test to determine the pres- 
ence of a foreign body in the eye is the use of the 
magnet. 

A foreign body which is not too large should be 
drawn around the lens into the anterior chamber 
as posterior puncture of the eyeball associated with 
hemorrhage and the formation of fibrous bands 
frequently leads to detachment of the retina. 

S. S. Howe, M.D. 


Hartshorne, I.: Traumatic Rupture of the Internal 
Carotid into the Cavernous Sinus. Am. J. 
Opkth., 1921, iv, 353. 

A school girl, 12 years of age, fell down a bank and 
struck her head against a stone wall. There was 
no bleeding from the nose, throat, or ears,-and no 
vomiting. She regained consciousness quickly. 
Within twenty-four hours, however, marked exoph- 
thalmos of the left eye developed with complete 
ptosis of the left eyelid and extensive swelling and 
subcutaneous hemorrhage on the left side of the face. 

Ten days later the eye was protruded about 5 
mm. and showed complete ophthalmoplegia. Ex- 
amination of the eye was practically negative. Seven 
days later a bruit was noted over the left eyeball 
and temple. This stopped when compression was 
applied to the left internal carotid artery. 

Eight days later the internal carotid artery was 
tied. The improvement, which was gradual, began 


with the internal rectus. In about a week the 
exophthalmos was reduced to 2 mm. and the lower 
edge of the upper eyelid rested across the pupil. 
The features of special interest were: 

1. Entire absence of noises in the head. 

2. Absence of dilatation of the conjunctival 
veins and of the naso-frontalis and angular veins at 
the internal angle of the orbit. 

3. Complete ophthalmoplegia. 

4. The transmission of the pulsation to the 
internal jugular vein of the neck on the same side 
instead of to the eyeball. 

5. Recovery with excellent vision. 

S. S. Howe, M.D. 


Huerta, A.: A Case of Hypopyon Treated with 
Milk injections (Un caso de hipopién curado con 
inyecciones de leche). Semana méd., 1921, xxviii, 
502. 


Huerta reports the case of a farmer who was 
struck in the eye with a piece of wire. Marked 
inflammation with hypopyon developed. 

Ten cubic centimeters of boiled fresh cow’s milk 
were injected in the gluteal region and hot applica- 
tions applied to the eye. The injection was followed 
by a temperature reaction but the next day the 
hypopyon was reduced and the pain had disap- 
peared. The injection was repeated for five days. 
The eye then cleared up completely, except for a 
traumatic cataract. 

The author believes the result was due to a non- 
specific foreign protein reaction. 

S. A. Scuuster, M.D. 
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Mudd, S., Grant, S. B., and Goldman, A.: The 
Etiology of Acute Inflammations of the Nose, 
Pharynx, and Tonsils. Ann. Olol., Rhinol. & 
Laryngol., 1921, XXX, I. 


The authors investigated the réle of chilling in 
acute inflammations of the upper respiratory tract. 
In well-controlled experiments with ingenious use of 
thermogalvanometry they found that chilling of the 
body surface is followed by reflex vasoconstriction, 
ischemia, a fall in the temperature of the skin and 
the mucous membranes of the nose and oropharynx, 
and blanching. The blood temperature was not 
notably altered. While the skin temperature quickly 
became normal or above when the subject was 
warmed, the depression in the temperature of the 
mucous membranes persisted considerably longer, 
except in the tonsils. 

This local ischemia and chilling, the authors 
believe, lowers local resistance and allows bacterial 
over-growth and the development of infection. Their 
bacteriological studies,’ though not conclusive, 
support this belief. 

After a rather detailed discussion of recent work 
the authors conclude that the other factors of 
importance in the production of “common colds” 
are: (1) infection by the filterable virus of Kruse and 
Foster of relatively high virulence; (2) infection, 
pure or mixed, by a heterogeneous group of bacteria 
of varving virulence; (3) protein sensitization; (4) 
various systemic diseases; drugs; mechanical, 
chemical, and thermal trauma; chronic nasal in- 
fections; and reflex neuroses. 

T. C. Gattoway, M.D. 


THROAT 


Thomson, St. C.: Intrinsic Cancer of the Larynx: 
the Usual Site of Its Origin as Demonstrated 
at 50 Laryngofissures, and Its Influence on 
Diagnosis, Prognosis, and Treatment. Brit. 
M..J., 192%, 1, 92%. 


_It is evident that many of the failures in early 
cliorts to cure intrinsic cancer of the larynx by 
laryngofissure were due to delayed diagnosis. 
Earlier diagnosis has led to a steady diminution in 
the number of cases for which complete laryngec- 
tomy is the only possibility. 

Mackenzie, in his textbook published in 1880, 
laid more emphasis on late than early symptoms, 
such as huskiness or hoarseness. His statement 
that the site of the tumor is in most cases on one 
of the ventricular bands was also misleading. Semon 
showed that the intrinsic form of laryngeal cancer 
‘s more common than the extrinsic and that the 


cords are the parts most frequently affected. 
He was misled, however, by Virchow who taught 
that benign growths have a tendency to localize on 
the front parts and that one should regard with 
suspicion growths on the posterior parts and inter- 
arytenoid region, especially if the patient is well 
advanced in years. 

The results of the author’s observations demon- 
strate that intrinsic cancer does not show a prefer- 
ence for the posterior part of the vocal cord and that 
the interarytenoid region is probably rarely affected 
as he has never seen such a case. His conclusions 
are drawn from 50 cases in which the diagnosis was 
based, not only on the appearance reflected in the 
laryngeal mirror, but also on direct inspection at 
laryngofissure and by microscopic examination. 

These 50 cases he tabulates according to the 
invasion of the cord by the neoplasm as follows: 
(1) the anterior third only, 3 cases; (2) the middle 
third only, 7 cases; (3) the posterior third only, no 
cases; (4) the anterior and middle thirds, 16 cases; 
(5) the middle and posterior thirds, 3 cases; and (6) 
the whole cord, 21 cases. Extension occurred to the 
anterior commissure in 6 cases, to the posterior 
commissure in none, and to the subglottic area in 
13. Expressed with regard to the cords,*the ante- 
rior third was invaded in 39 cases. the middle third 
in 47, and the posterior third in 24 cases. 

The growth was found in the subglottic area in 
13 4 the 50 cases and more commonly in the anterior 
half. 

Horne pointed out that tuberculosis attacks by 
preference that area of the larynx which is covered 
with columnar epithelium and is richest in glandular 
structure, whereas epithelioma shows a preference 
for the part which is covered with squamous epi- 
thelium and is relatively free from glands. The pos- 
terior half supplies the former conditions and the 
anterior half the latter. 

Thomson’s conclusions are summarized as follows: 

1. Intrinsic cancer of the larynx originates on 
the vocal cords or in the subglottic area. 

2. It was not found in the posterior commissure 
or originating from the ventricular bands or the 
ventricle of Morgagni in 50 cases carefully examined 
both indirectly with the mirror and by direct 
inspection after splitting of the larynx. 

3. A malignant growth may originate in any 
part of a cord, but is more common in the central 
portion or anterior half than in the posterior area 
of the larynx. 

4. An epithelioma originating in this region re- 
mains for a long time limited to the cord affected 
and the adjoining side of the larynx, but may cross 
the anterior commissure and, in later stages, invade 
the arytenoid and the area to the outer side of it. 
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5. The inner surface of the cord may be affected 
primarily or by extension. The subglottic area may 
be invaded by a growth originating in a cord. A 
cancer may start also below the level of the cords in 
the subglottic area. 

6. A subglottic cancer is much more common in 
the anterior than in the posterior half of the larynx. 

7. The most favorable prognosis may be given 
in cases of superficial or projecting tumors of lim- 
ited extent. 

8. Tumors situated in the middle third or ante- 
rior half of the cord are more favorable than those 
invading the anterior commissure in front or the 
arytenoid region behind. 

9. Growths embedded in a cord or extending into 
it below an intact mucosa are not so favorable. 

1o. An epithelioma extending along the inner 
margin of a cord is still less favorable. 

11. Subglottic cancers are very unpromising as 
regards lasting cure by laryngofissure. They are 
frequently. associated with impaired mobility or 
complete fixation of the cord. 

12. In every case, however limited the growth, 
the entire vocal cord should be excised from the 
anterior commissure up to, and including, the vocal 
process of the arytenoid. 

13. The growth should be removed in one mass 
with as wide a margin of apparently healthy tissue 
all round it as possible. The excision should there- 
fore go down to the lower edge of the subglottic 
area. Above, it should pass through the healthy 
ventricular band, and externally it must include 
the perichondrium lining the thyroid ala. 

14. To facilitate this the thyroid ala should be 
removed so that the laryngofissure will be really a 
partial hemi-laryngectomy. 

Frencu K. HaAnseEL, M.D. 


Diggle, F. H.: The Diagnosis and Treatment of 
Cancer of the Larynx. Practitioner, 1921, cvi, 347. 


Before entering upon the chief phase of his topic, 
the diagnosis and treatment of cancer of the larynx, 
Diggle reviews briefly the lymphatic supply of the 
larynx as this has a very important bearing on the 
general behavior of malignant growths in this region. 

Within the larynx there are two more or less dis- 
tinct sets of lymphatics separated by the true vocal 
cords. The area above the vocal cords is rich in 
lymphatics, whereas that below is rather -poorly 
supplied. The two areas are in communication pos- 
teriorly and over the edge of the vocal cords. The 
posterior communication is free, but that over the 
cords is very sparse. The lymphatics of the one 
side anastomose freely with those of the opposite 
side in the region of the arytenoids, but only spar- 
ingly at the anterior ends of the cords. 

The supraglottic network communicates with the 
lymphatic system of the base of the tongue and 
pharynx, while the subglottic passes imperceptibly 
into that of the trachea. 


The supraglottic area is drained into the cervical 
chain at the level of the hyoid bone, whereas the 
subglottic area drains into the inferior cervical group 
of glands just above the clavicle. 

These findings explain the following facts: 

1. Growthsabove the cord tend to spread toward 
the superior aperture of the larynx. 

2. Growths below the cords tend to spread to- 
ward the trachea. 

3. Extension to the opposite side generally occurs 
posteriorly around the arytenoids. 

4. Owing to the fact that the lymphatics are 
relatively few, growths of the true cords remain 
localized for a considerable time. 

5. Because the afferent lymphatic vessels are 
few and small, growths in the interior of the larynx 
per se are very late in producing glandular enlarge- 
ment. This is one of the most important points 
to bear in mind. 

6. When once the base of the tongue and pharynx 
is invaded, glandular involvement and local exten- 
sion rapidly ensue. 

After discussing in detail the various symptoms, 
the laryngoscopic appearance, and the palliative 
measures for dyspnoea and dysphagia, pain, sep- 
sis, and hemorrhage in the inoperable cases, the 
author concludes his article with the following 
warnings: 

1. Be suspicious of persistent hoarseness in a 
person near the fiftieth year of age. 

2. Regard as serious slight discomfort in swal- 
lowing of unknown origin, especially in a female. 

3. Do not expect early and rapid glandular in- 
volvement. 

4. Do not exclude malignancy because of the 
absence of sanious expectoration. 

5. Regard as malignant until proved otherwise, 
especially in a patient about 50 years of age: (1) uni- 
lateral congestion of a vocal cord, (2) a papilloma 
on a vocal cord. Sluggishness in movement of the 
cord should increase suspicion. 

6. In early cases laryngofissure gives excellent 
results with preservation of the laryngeal frame- 
work and a useful voice. O. M. Rott, M.D. 


Hill, F. T.: A Report of a Case of Dislocation of the 
Epiglottis. Laryngoscope, 1921, xxxi, 320. 


In the author’s case difficulty in breathing and 
hoarseness had been present for two years following 
violent throttling. These symptoms could not be 
explained until in a laryngological examination the 
epiglottis was found lying horizontally with its tip 
touching the posterior pharyngeal wall. 

Under cocaine anesthesia the tip of the epiglottis 
was removed and an incision was made to the base in 
the median line. This left a notched epiglottis the 
laterial borders of which were pulled up by subse- 
quent contraction. The functional result was good, 
there being no difficulty in swallowing. 

T. C. Gattoway, M.D. 
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